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F 000 | INITIAL COMMENTS . F 000 survey Event ID: 8SXV1l
The submission of this Plan of
This visit was for a Recertification and State Correction does not indicate an
Licensure Survey. admission by Spring Mill Health
Survey dates: January 10, 11, 12, and 14, 2011 Campus that the findings and
allegations contained herein are
Facil_ity Numbeﬁ 01 0739 accurate and true
Provider Nummber: 155764 . .
Aim Number:  N/A representations of the guality
of care and services provided tg
Survey Team: the residents of Spring Mill
Sheila Sizemore, RN, TC ; i1
o s ' : Healith Campus. This facilit
\ Wtarcia Mital, RN , P . . . Y
\ Kelly Sizemore, RN recognized it’s obligation to
Regina Sanders, RN provide legally and medically
{January 11, 12, and 14, 2011) . necessary care and services to

itg residents in an economic and

gﬁr'!:s:us bedatgpe: RECEIVED effi¢ient manner. The facility

Residential: &7 _ hereby waintains it is in
Tatal: 94 201 substantial compliance with the
Gensus Payor Type: FEB -4 uil requirements of participation
Medicare: 30 ' . for comprehens_ive health care
Other 64 LONG TERM CARE DIVISION facilities {(for Title 18/19
Total 94 INDIANA STATE DEPARTMENT OF HEALTH

. ) programs) .
Sample: 10 . To this end, this plan of
Supplemental sample: 5 correction shall serve as the
Residential Sample: 7 credible allegation of

Supplemental Residential Sample: 1 compliance with all state and

These deficiencies also reflect stats findings in federal requirements governing

accordance with 410 1AC 18.2, the management of this facility.
It is thus submitted as a matten
Quality review completed 1-19-11
Cathy Emswiller RN

of statue only.

F 157 { 483.10(b)(11) NOTIFY OF CHANGES F 157
83=0 | ((INJURY/DECLINE/RQOM, ETC)
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE

: - t z

MIpIAL DrinTooin Excondive, Directi X !& [1]
Any deficiency staternent ending with an asterisk {*) denotes a deficlency which the institution may be excused from corecting providing i is ds!am&ﬁnad that
other safeguards provide sufficient protection to the patisits. (S8 instructions.) Excepl for nursing homes, the indings stated above are disclosable 90 days
following the date of survey whether er not 2 plan of camection is provided. For nursing homes, the above findings and plans of ¢omaction are disclosable 14
days following the date thesa documents are made available to ihe facifity. If deficiencies are cited, an appraved plan of correction g requisite fo continued
program participatian.
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PREFIX
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F 441 48365 INFECTION CONTROL, FREVENT SPREAD, LINENS

The facility mmst establish and maintain an Infection Control Program designed to provide a safe, sanitary
and comfortable environment and to help prevent the development and transmission of disease and infection,

(a) Infection Control Program

The facility must establish an Infection Conirol Program under which it -

(1) Investigates, conrrols, and prevents infections in the fhcility;

(2) Decides what procedures, such as isolation, should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program determines that a resident needs isolation to prevent the spread of
infection, the facility must isolate the residens.

(2) The facility must prohibit eniployess with a communicable disease or infcted skin lesions from direct
contact with residents or their food, if direct contact will transmit the disease.

(3) The facility miust require staff to wash their hands after each direct resident contact for which hand-
washing is indicated by accepted professional practice.

(c} Linens
Persomnel mnst handle, store, process and iamsport linens 5o as to prevent the spread of infection.

This REQUIREMENT is not met a3 evidenced by:

Based on observation and interview, the facility failed o transport linens fo prevent the spread of infection,
related 10 2 of 2 linen cart covers which were cracked and torn on 1 of 2 units (Heakhcare 2). This had the
potential to affect 23 residents who resident Healthcare 2.

Findings mnclode;

During the environmental tour with the Maintenance Director on 01/12/11 at 3 p.m. through 3:30 p.m., there
ware fwo linen carts siored i the, "Spa Room". The covers of both carts were cracked and had small tears.

During an interview at the time of the observation, the Maintenance Director acknowledged the lmen cart
covers were cracked.

2.1-19(g)

Any deficiency sanoet ending with an serarich () dzaotes a deficieney which the isritmdon may be excused from comecting providing i is derermined that other safeguards providy sufficien:
firotecsion 6 Mg parionts. (See fnstroetione.} Except for nursing hoemes, the findings srated above are disclogstile 90 daye follovwing fhe dare of survey whather i not 2 plan of corrsctiog is providad,
For nursmg homes, fe above findings and plans of eorection are disolosable 14 daya folloveing the date these documents ave mads eveilable v the faeility. I deficioncica are cited, an spproved plan of

" Itie shove fsobated defleiencics pose uo wowal huvm 10 the residents

o Event 1D, 4S5XV11 i covvinuation sheet 10f |



F-441 Infection Control

o

Facility infection control manual reviewed and no negative outcomes were noted.

2. All residents had potential to be affected. Reviewed facility infection control manual and no
negative oufcomes were noted.

3. Linen carts and covers were replaced.

4. 'The Director of Plant Operations or designee will audit the linen carts and covers as part of the
preventative maintenance program. QA Committee will review trends monthly.

5. February 13, 2011
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F 157 | Continued Frony page 1 F157F 157 Physician Notification
1 Resident #22 and #87 had
A facility most immediately inform the resident; their physicians notified at the
consult with the resiqent's: physician; and if _ time of survey. They have been
known, notify the resident's legal representative Lvaluated by thei hveied
or an interested family member when there is an Fva-uated by their phys:iclans ang
accident involving the resident which results in o megative outcomes noted,
injury and has the potential for requiring physician 2. Current residents MAR's
a - . . N i 1 1,
intervention; a significant change In the resident's will be reviewed for the past 60
physical, mental, or psychosocial status (i.e., 2 The facilit { del 1
deterioration-in health, mental, or psychosocial fays. The facility guidelines
status in either life threatening conditions or pill be followed for any findings
c!inic_;al comp!icatiuns); a negd io a!ter freatment requiring notification.
significantly (i.e., & need to discontinue an - The licensed staff will be
existing form of treatment due to adverse I , L
consequences, or to cammence a new form of pn serviced on the facility
treatment); or a decision to transfer or discharge buidelines of physician
the resident from the facility as specified in hotification. The diabetic books
§483.12(a). hnd the MAR's will be reviewed by
The facility must also promptly notify the resident Fhe Unit Manager at least 5 days
and, if known, the resident's legal reprasentative p week for any findings requiring
o:‘ interested family rnembe: when there |ts a hotification.
change in room or reommate assignment as , ,
specified in §483.15(a)(2); or a change in - The DHS or d‘?Slgnee will
resident rights under Federal or State law or review the Medication
regulations as specified in paragraph (b)(1) of hdministration Record (MAR)'s,
this section, Hiabetic records, and the 24 hour
The facility must record and periedically update feport at least 5 days per week
the address and phone numter of the resident's intil 100% compliance is obtained
legal representative or interested family member, for 3 weeks, then at least 2 dayd
]Ler week as part of the ongoing
DA process. Results will be 2/13/11

This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, the facility

reviewed by the facility QA

Event 1D: 82011

> A \ Ve Committee.
failed to ensure residents' physician's were
notified of medication refusal and an clevated
blood sugar for 2 of 10 residents reviewesd for
* FORM CME-2867(02-09) Pravious Versiona Obsolate Facility ID: 010738 If continuation shaset Page 2 of 44
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niotification of physicians in a sample of 10.
(Resident's #22 and #87)

Findings include:

1. Resident #22's record was reviewed on
12411 at 9:55 am. Resident #22's diagnoses
included, but were not imited {o diabetes mellitus,
cancer, anemia, and dementia.

The physician's order recapitulation, dated 1/11,
indicated to check the resident’s blood sugars
twice a day and to call the physician if the
resident's blood sugar was greater than 400,

The resident's diabetic monitoring flow record,
indicated the resident's blood sugar on 1/2/11 at
4:00 p.m., was 429, The form indicated the
physfcian was not nofified of the blood sugar,

The nurses' notes for the above date, lacked
documentation to indicate the physician had been
notified of the resident's 429 blood sugar. |

During an interview on 1/12/11 at 10:45 am.,
LPN #1 indicated the physician should have been
notified of the resident's blood sugar over 400,

2. Resident #87's closed record was reviewed on
11211 at 12:10 p.m. Resident #87's diagnoses
included, but were not limited to, stage 4 renal
carcinoma, dementia, and cerebral vascular
accident (CVA} (stioke).

A physician's order, dated 10/05/10, indicated
Heparin (blood thinner) 5,000 units twice a day.

A November 2010, Medication Administration
Record, indicated Resident #87 had refused the
dinner titne dose of the Heparin medication on
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Continued From page 3
Novemher 4, 5, 6, 7, 8, and 9, 2010,

There was a lack of documentation in the
resident's record of the physiclan being notified of
the resident's refusal of the dinner fime dose of
the Heparin medication.

During an interview on 1/12/11 at 320 p.m,, the
DoN indicated Resident #87's physician had not
been nofified of the resident’s refusal of the
Heparin médication at dinner time.

A facility policy, dated 12/06/07, titled "Physician
Motification Guidelines,” indicated "To ensure the
resident's physician is awars of all diagnostic
testing results or changes in condition in a timely
manner to evaluate condition for need of
pravision of appropriate interventions for care...”

3.1-6(@)(1)
483.10(n) RESIDENT SELF-ADMINISTER
DRUGS IF DEEMED SAFE

An individual resident may self-administer drugs if
the interdisciplinary team, as defined by
§483.20(d)(2)(), has determined that this
practice is safe,

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and
interview, the facility failed to ensure a resident
had been assessed and delermined to be safe to
administer her own medication related o, a
rasident administering a nebulizer treatrment
(breathing treatment) independently for 1 resident
of 10 residents reviewed for medications in a
sample of 10, (Resident #3)

F 157

F-176 SELF Administration of
Drugs

F176|1. The assessment was
completed on resident # 3 at the
time of survey. The resident was
evaluated and no negative
effects were noted.

2. Current residents
utilizing hand held nebulizers
have been evaluated regarding
their ability to administer
their own drugs via this method
of delivery. Family and
physicianas will be nectified of
any results indicating they are
unable to utilize the hand held
nebulizer.

FORM CMS-2567(02-99) Previouz Versions Obsolete Event 1D: 8530711
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_medication assessment or a physician's order fo

Resident #3 was observed sitting up in her
wheelchair on 1/11/11 at 8:05 a.m,, in har room.
Resident #3 was observed fo tum on her
nebulizer machine and place the mouthpiece in
her mouth and begin her breathing treatment.
There ware no staff present during the above
time in the resident's room.

Resident #3's record was reviewed on 1/10/11 at
12:00 p.m. Resident #3's diagnoses included, but
were not [imited to, congestive heart failure,
congenital mitral insufficiency, pleural effusion,
dementia, and edema.

A physician’s order, dated 12/04/10, indicated
"Albuterol {a medication to improve breathing)
.083%...bx {treatment) svery 8 hours for sob
{shortness of breath).”

Review of the resident's record lacked
daocumentation of a self administration of

self administer medications.

A quarterly MBS (Minimum Data Set)
assessment, dated 12/31/10, indicated Resident
#3's cognitive (mental) stafus was moderately
impaired.

During an interview on 11111 at .10 am., in the
haliway with LPN #2, she indicated the resident
did not have a self administration of medication
assessment. LPN#2 indicated she had put the
medication for the breathing treatment in the
mouthpiece earlier so the resident could do her
tregtment.

process of self administration
assessments with hand held
nepulizers.

4. The DHS or designee will
review all new admits and/or net
orders for administration of
nebulizer treatments by a hand
held nebulizer as part of the

ongoing QA process.

serviced on the criteria and the

SPRING MILIL. HEALTH CAMPUS ;
MERRILLVILLE, IN 468410

£54) 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S FLAN OF CORRECTION ()
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
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DEFICIENGY)
F 176 | Continued From page 4 F176| 7-176 Continued
1 Findings include; :
g 3. Licensed staff will be in

2/3i3/11
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Continued From page 5

During an interview on 1/1111 a(9:11 am., the
Nurse Consultant indicated the resident needed a
salf administration of medication assessment.
The Nurse Consoltant indicated LPN #2 had
placed the medication in the cup.

Resident #3 was obsarved on 1/11/11 at 9:14
a.m., still continuing her breathing treatment in
her room. There were no staff presant in the
resident’s room.

During an interview on 1/11/11 at 10:35 am., the
Healtheare Unit Manager indicated she had just
completed a self administration of medication
assessment on Resident #3. '

A tacility policy, dated 3/1/07, titled
"Self-Administration of Medications" indicated
“Residents who desire to self-administer
medications are permitted to do so if the facility's
irterdisciplinary team has determined that the
practice would be safe for the residant and other
residents of the facility...."

3.1-11(a)
483 20, 483.20(b) COMPREHENSIVE
ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each regident’s
functional capacily.

A facility must make a comprehensive
assessment of a resident's nseds, using the RAI
specified by the State. The assessment must
include at least the following:

Identification and demographic information;

F 176

F272| F-272 Comprehensive Assessments
1. The comprehensive

assesgsments on - -residents #3, 5,
27, and 29 cannot be corrected
since they are in the past. The
residents were evaluated and no
negative outcome ncted. The CARA
was completed on resident #18 at]

the time of survey.

FORM CMS-2587(02-89} Pravious Versione Obspfels Event iD: 850011
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F 272 | Continued From page 6 F272| F-272 Continued
CUStc.'r.nary routme; 2. All residents have the
Cognitive patterns; i
Communication: potential to be effected by the
Vision; alleged deficient practice
Mood and behavior patterns; relating to the daily skilled
Psychosaciat well-baing; assessments. The MDS
Physical funclioning and structural problems; )
Continence; coordinators will review the
Disease diagnosis and health conditions; last 90 days of MDS‘s with CAA’s
gﬁ,ﬂtal ag?fnumtlonal status; for appropriate summary related
in con ns; .

Activgyapurls%it to the assessment.
Medications; 3. The licensed staff will be
Speciat treatments and procedures; in-serviced on the appropriate
Discharge pl?tential; . . " completion of the daily skilled
Documentation of summary information regarding ,
the additional assessment performed through the jmursing assessment. The MDS
resident assessment protocols; and coordinators have been in
Dacumentation of participation in assessmaent. serviced on the CAA process.

4. The DHS or designee will
This REQUIREMENT s not met as evidenced review the daily skilled
by charting for completeness in
Based an record review and interview, the facility particular the safety, skin, and
failed to ensure assessments were complete and vital sians at’ least 5 dave a
accurate related ta skin conditions, vital signs, at! . gay
alarms, and CAA (Care Area Assessmant), for 5 week. CAA’'s will be reviewed
of 10 resident's reviewed for complete and when completed until 100%
a'gcu'r?ta ta""’;gs;g'?"tg “,;_7? Sar;?tz[eggf 10. compliance is achieved for 3

nis

{Reside T +<f,an weeks, then at twice weekly for
Findings include: 6 months. Thereafter, it will be|.

part of the ongoing QA
1. Resident #18's record was reviewed on ; . 5

. A . - monitoring process quarterly. /13/11
111711 at 9:30 2.m. Resident #18's diagnoses P 4 Y
includad, but were not limited to, fractured right
shoulder, dementia, and depression.
Resident #18's admission MDS (minimum data
FORM CME-2567(02-08) Previpus Vergione Obeolete Event D: 88XvV11 Facility 1D: 010739 If c_r:anlinuation shoot Paga 7 of 44




Jan. 27. 2011

8:55AM  Spring Mill Health

BEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Ne. 7113 P

Campus

13

PRINTED: 01/21/2041

FORM APPROVED
OMB NO. 09380391

| attached summary” for psychotropic drug use.

sel) assessmént, with an assessment reference
date of 12/1/10, indicated the Care Area
Assessment Summary triggered for psychotropic
drug use. Tha CAA Summary indicated to "see

There was a lack of documentation of a summary
for psychotropic drug use.

During an interview on 1/11/11 at 11:10 am.,
MDS coordinator #1 indicated there should have
heen a completed CAA summary for psychotropic
drug use for the resident,

2. Resident #29's record was reviewed on
1/10/11 at 12:10 p.m. Resident #29's diagnoses
inctuded, but were not fimited to, dementia,
osleoarthritis, and hypertension.

A pressure ulcer assessment form, indicated the
resident had a suspected deep tissue injury upon
admission on 12/6/10 on her right hesl. The form
indicated the following:

12/8M0 the pressure ulcer was a stage [V (full
thickness loss with exposed bone, tendon or
muscle. Slough or eschar may be present on
some paris of the wound hed).

12/15/10 the pressure ulcer was a stage [V,
12£22/10 the pressure ulcer was a stage V.
1272910 the pressure ulcer was a stage [V,
1/5/11 the pressure ulcer was a siage IV,

The resident's skifled nursing assessments, dated
1212110 at 10:16 am., 1211410 at 9 a.m.,
12M16M0 at 215 am., 12M6M0 a8t 930 am.,
124710 at 10 a.m., 12/18/10 at 9 am., 12/19M10
A XI0 am., 1272010 at 10 am., 12/24/10 at
10:30 2.m., 12/26/10 at 3 p.m., 12/26/10 at 8:30
a.m., 12/268/10 no time documented, 12/29/10 =t
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8am., 1230110 at 12:30 p.m., and 1/2/11 at
12:15 p.m. all indicated the resident had na skin
impairment.

During an interview on 1/10/11 at 1:30 p.m., the
LPN unit manager indicated the assessments
were not comect because the resident had skin
impairrnent,

3. Resident #3's racord was reviewsd on 1/10/11
at 12:00 p.m. Resident #3's diagnoses included,
butwere not limited to, congestive heart failure,
congenital mitral insufficiency, pleural effusion,
dementia, and edema.

A Skilled Nursing Assessment and Data
Collection form, dated 12/16/10, indicated all of
the sections were left blank.

A Skilled Nursing Assessrent and Data
Collection form, dated 12/24/10, lacked -
documentation of the type of pulse and the site,

A Skilled Nursing Assessment and Data
Collection form, dated 12/26/10, Jacked
documentation of the resident’s vital signs.

A Skilled Nursing Assessmient and Data
Collection form, dated 12/28/10, lacked
documentation of the type of pulse and the site.

A Bkilled Nursing Assessment and Data
Collection form, dated 12/30/10, lacked
documentation of the fype of pulse and the site.

A Skilled Nursing Assessment and Data
Coltection form, dated 1/04/11, lacked
documentabon of the type of pulse and the site.

F272

FORM CMS-2567(D2-90) Previous Vemsions Ohsolala

Event, ID; 85XV11

Facility ID: 010733 If confinuation sheat Pags 9 of 44




Jan. 27, 2011 8:56AM Spring MiT1 Health Campus No. 7113 P. 19
PRINTED: 01/2172011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLLA (X2} MULTIPLE CONSTRUCTION {*3) DATE SURVEY
AMB PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A_BUILDING
: B. WING
155764 G1744i2644
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
101 W 87TH AVE
SPRING Ml S .
G MILL HEALTH CAMPU MERRILLVILLE, IN 46410
M D BUMMARY STATEMENT OF DEFICIENCIES 18 : PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE UATE
DEFIGIENCY)
F 272 Continued From page 9 F 272

During an interview on 1710/11 at 12:44 p.m., the
Nurse Consultant indicated "the vitals are
pertinent to the assessment and should be filled
out.

4, Rasident #5's record was reviewed on /11111
at 10:05 a.m. Resident#5's diagnoses included,
but were not limited to, Alzheimer's Disease,
difficulty in walking, and osteoporosis.

Skilled Nursing Assessment and Diata Collection
forms, dated December 28, 27, 29, 30, 31, 2010
and January 1, 2, and 4, 2011, lacked
documentation of the type of alarm the resident
had in place. : :

During an interview on 1/11/11 at 1045 a.m_, the
Healthcare Unit Manager indicated the
assessment should be completed.

5. Resident #27's record was reviewed on
11111 at 10:37 a.m. Resident #27's diagnoses
included, but were not limited to, congestive heart
failure, hypertension, and benign prostatic
hypertraphy {enlarged prostate). Resident #27's
original admission date was 10/19/10.

A PressurefStasis/Arterial/Diabetic Ulcer
Assessment, dated 10/20/10, indicated the
resident had a pressure area an the meatus and
was present on admisgion.

Skilled Nursing Assessment and Data Collection
forms indicated the resident did not have any skin
impairments on the following dates:

10/19/10 3-11 shift
10/20/10 at 5:40 a.m.
10/21/10 at 3:30 a.m,

FORM CMS-2567(02-96) Pravious Versions Obaoleis Event ID: 85Xv11 Fadity ICY: 070739 If cuntinuation sheet Page 10 of 44
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to certify a material and false statement in a
resident assessment is stbject to a civit money
penalty of not more than $5,000 for each
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This REQUIREMENT is not met as evidenced
by:
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During an interview with LPN #1, on 1/12/11 at
12:15 p.m., she indicated the skin assessments
ware nof correct.
3.1-3t(a) ; F-278 A £ A
F 278 | 483.20(g) - (j) ASSESSMENT F 278 ssessment Accuracy
s8=F | ACCURACYIGOORDINATION/CERTIFIED 1. The MDS's on residents #
3,8,18, and 22 were corrected af
Th?dasstf:ssgtint must accurately reflect the the time of the survey.
resident's s .
s 2. The MD3's of the current
A registered nurse must conduct or coordinate residents will be reviewed for
each assessment with the appropriate accuracy and appropriate
participation of health professionals. corrections made as indicated.
* | A registered nurse must sign and certify that the 3 The MDS coordinators have
assessment is completed. been in-serviced on MDS
B . i accuracy.
Each individual wha conpletes a portion of the 4.° The DHS or designee will
assessment must sign and certify the accuracy of . ]
that portion of the aszessment. review MDS’'s upon completion fon
accuracy until 95% accuracy is
Uflllgu'?-”f Me(éi(;:ﬂre QNdIMEer?ﬁaid. an Entdi‘i-'_'idlual who achieved for 3 months. MDS’s
willfully and knowingly certifies a material and . .
false statemnent in a resident assessment is Wll:!. be reviewed by the home
subject to a civil money penalty of not more than office support team at least
$1,000 for each assessment; or an individual who quarterly for accuracy as part
willfully and knowingly causes another individual of the ongoing QA process. 2/13/11
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Based on record review and interview, the faciity
failed to ensure MDS (Minimurn Data Set)
Assessments were completed accurately, retated
to missed diagnoses, a pressure ulcer, and an
influenza vaccine for 4 of 10 residents reviewed
for accuracy of MDS's in a sample of 10.
{Residents #3, #8, #18, #22)

Findings include:

1. Resident #8's record was reviewed on 1/10/11
at 12:05 p.m. Resident #8's diagnases included,
but were not limited to, multiple sclerosis,
hypertension, anxiety, and depression.

A Physician's QOrder, dated 12/6M10, indicated add
diagnoses of depression and anxiely.

A Quarterly MOS Assessment, dated 12/24/10,
lacked docurmentation for the diagnoses,
depression and anxiety.

During an interview with MDS Coordinator #2, on
1111/11 at 10:10 a.m., she indicated anxiety and
depression should have been checked on the
MDS,

2. Resident #3's record was reviewed on 1/10/11
at 12 p.m. Resident#3's diagnoses included, but
were not limited to, congestive heart failure,
congenital mitral insufficiency, edema, pleural
effusion, and demeniia. '

A Physiefan's Recapitulation Order, dated 1/1/11
through 1/31/11, indicated a diagnosis of
dementia.

A Quarterly MDS Assessment, dated 1/4/11,
lacked documentation for the diagnosis of
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damentia.

During an interview with MDS Coordinator #2, on
1/11/11 at 8:37 a.m., she indicated dementia
shauld have been checked on the MDS.

3. Resident #18's record was reviewed on
1111111 at 2:30 a.m. Resident #18's diagnhoses
included, but were not limited to, fractured right
shoulder, dementia, and depression.

Resident #18's admigsion MDS fminimum data
set) agsessment, with an assessment reference
date of 12/1/10, indicated the resident had a
stage 1V (full thickness loss with exposed bane,
tenden or muscle. Slough or eschar may be
present on some parts of the wound bed)
pressure ulcer which was 4.5 centimeters by 4.5
cantimeters. The most severe lissue fype of any
pressure ulcer was marked epithefial tissue-new
skin growing in superficial vicer.

The resident's pressure ulcer assessment form,
indicated the resident had a pressure ulcer on his
right heal. On 12/1/10 the pressure ulcer was a
stage IV, 4.5 by 4.5 centimeters and was 80%
black (eschar or necrotic tissue {dead tizsue}).

During an interview on 1/11/11 at 1:50 p.m., the
Healthcare Unit Manager indicated the MDS was
not caded comectly for the most severe tissue

tpe.

4. Resident #22's record was reviewed on 1/12/11
at 9:55 a.m. Resident #22's diagnoses included,
hut were not limited to diabetes mellitus, cancer,
anenmia, and dementia.

The resident’s influenza immupization education
and informed consent, dated 11/3M10, indicated

FORM CMS-2567(02-98) Previous Versfons Obsalete Evenl 1D: 85Xv11 Facity 10: 010739 If contiruation shest Page 13 of 44
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the resident had already received the
immunization prior to admission.

The resident admission physician's arders, dated
11/3/10, indicated an order for Prilosec for
gastroesophageal reflux disease (GERD).

Resident #22's admission MDS assessment, with
an assessment reference date of 11410410,
indicated, under active diagnoses, GERD was not
checked. The MDS indicated the resident had
received the influenza immunization at the facility,

During an interview on 1112111 at 10:33 am,,
MD3 coordinator #2 indicated GERD was not
marked on the MDS and the resident had not
received the influenza immunization at the facility.

3.1-31(g)
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET
s5=D | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of guality.

This REQUIREMENT is not met as evidenced
by:

Based on ohservation, interview and record
review, the facility failed to meet professional
standards of qualily, refated to a nurse (LPN #7)
borrowing medications from 1 resident to
administer to another resident for 1 {Resident #8)
of 10 residents reviewed for medications in a
sample of 10 residents and during the
ohservation of the medication pass there were 3
errors in medication administration were
observed during 42 opportunities for error in
medication administration. This resuited in a

F281] F-281 Professional Standards
1. The residents #8 and #88
have been evaluated and no

negative
from the

coaching

practice.

regarding borrowing medication.
2. All residents have the
potential to be effected by the

alleged deficient practice.

outcomes were noted
alleged deficient
LPN#7 received a
and counseling
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Resident #8 had not received any coumadin from
the pyxis station in December or January,

During an interview on 171211 at 5:10 p.m., The
Healthcare Unit Manager indicated she did not
have an answer if the resident had received 4 mg
or 3 mg of coumnadin for the six days.

Buring an interview on 1/1211 at 5:15 p.m., The
DoN indicated she was not awara if the resident
had gotten the 3 mg of coumadin as ordered,
The DoN indicated "guess not."

%4y 1D SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORRECTION (xn)
PREFIX {(EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
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medication error rate of 7.14% for 1 resident in a .
supplemental sample of 5. (Resident #88) 3. The licensed staff have

o ) been in- serviced on the campus
Findings include: policy on “no borrowing® of
1. During the second medication pass on 1/12/11 me‘i%catfons and the crushing of
at 4:10 p.m.,, LPN #9 was observed to notice the medications.
dosage of Resident #8's coumadin {(blocd thinner) 4. The DHS or designee will
was incorrect. The medication punch card held ; ; ;
13 tablets of the 4 mg (milligrams) dosages C?nduct :nedlcat ion . pass review
instead of the 3 my, Resident#8's physician's with 100% of the licensed staft
order on the January 2011 MAR (Medication and appropriate education or
Administration Record} indicated "coumadin 3 mg coaching and counseling
1 fab {tablet) p.o. (by maouth) qd (everyday)." LPN s
#4 indicated she would need to obtain the comrect initiated ]?ased (.m the resulls.
dasage of coumadin from the pyxis station Repeat reviews will be conducted
{emergency drug machine). LPN#8 was until 100% compliance is
?bbﬁetn]"m tcl'ﬂ?btam_a 1’( n:ig t?fbletthand 3_5 mtg achieved. Randcm medication pass

on far the re '

ablet from he pyxis st slden observations will be completed
The Januaty 2011, MAR was initialed from 1/6/11 at least monthly for 3 months,
through 1/11/11, indicating the 3 mg of coumadin thereafter, then quarterly based
hﬁds?ggﬂ admtmstergd as ordered by the on the outcomes and the QA
pity ’ Committee recommendations.
During an interview on 1712111 at 5:00 p.m., the
ADoN, indicated the pharmacy had stated 2/13/11
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Resident #8's record was reviewed on 1/12/11 at
515 p.m. Resident #8's diagnoses included, but
were not limited to, multiple sclerosis and history
of deep vein thrombosis.

A physician’s order dated 1/6/11, indicaied ™.
Hold 4 mg Courmnadin today. 2. DIC {discontinue)
4 mg Coumadin. 3. Coumadin 3 mg p.o. gd. 4.
Recheck q (every) 1 week. {(sic)."

During an interview on 1/12/11 at 515 p.m., LFN
#7 indicated she had borrowed 6 mg Coumadin
tablets from another resident and "cut* them in
half to administer the 3 mg fo the resident. LPN
#7 indicated she had done this twice on 1/7 and
179, LPN #7 indicated she did not know why she
did not abtain the medication from the pyxis
station.

During interview on 1/12/11 at 5:50 p.m., the
Heslthcare Unit Manager indicated she could not
determine what resident the medication had been
obtained from,

A facility policy, titled "Medication
Administration-General Guidelines,” dated 3/1/07,
indicated *...Medications supplied for one resident
are never administered to another resident....”

2. Buring the medication pass there were 3 errors
in medication administration were ohserved
during 42 opportunities for errar in medication
administration. This resulted in a medication emor
rate of 7.14%.

During the medication pass observafion on
174211 at 9:18 a.m, through 925 am., LPN #7

was observed preparing medication for resident
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#88. LPN #7 crushed the tablets of Prilosec
{stemach medication) 20 milligrams and
potassium chloride (supplement) 20
milliequivalents, LFN #7 opened the capsule of
Cardizem CD (cardiac medication)180 milligrams
and placed thern in yogurt and then administered
the medications to the rasident.

During an interview on 1/12/11 at 9:35 a.m., LPN
#7 indicated she needed a physician’s order to
crush medication. She indicated she did not have
a da not crush list for medications on her
medication cart.

Resident #88's record was reviewed on 111211 at
828 a.m:. Resident #588's diagnoses included, but
were not limited to, gastrointestinal bleed and
congestive heart failure.

The resident's admission physician's orders,
dated 1/11/11, lacked documentation of an order
to crush the resident's medications.

A "medications not to be crushed" list, provided
by LPN#1 on 111211 as current, indigated
potazsium chloride and Cardizem GD were not to
be crushed due to time release formulations.

The Mursing Specirum Drug Handbook, dated
2010 indicated:

Cardizemn CD (extended release capsule), pages
351-353, indicated "Patient teaching *Instruct
patient {o swallow extended-release-capsules
whote and nat to crush or chew therm "

Prilosec, pages 857-858, indicated "Patient
teaching..."Instruct patient to swallow capsules or
tablets whole and not to chew or crush them..."

During an interview on 1/12/11 at ;38 a.m., LPN
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PREFI®. {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page 16 F 281

FORM CMS-258T7((2-89) Previous Versions Chsolete

Event |10 68XV

Fagility ID; 016730

If continuation sheet Page 17 of 44




Jan. 27 2011 8:57AM Spring Mill Health Campus Ne. 7113 P 23
DEPARTMENT OF HEALTH AND HUMAN SERVICES P, aatiz0tt
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA {¥2)} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
155764 B VNG 01H14/2011

NAME OF PROVIDER OR SUPPLIER

SPRING MILL HEALTH CAMPUS

STREET ADDRESS, CITY, STATE, ZIP GODE
107 W 87TH AVE

MERRILLVILLE, IN 46410

The services provided or arranged by the facility
must be provided by qualified parsons in
accordance with each resident's writien plan of
care,

This REQUIREMENT is nat met as evidenced
by

Based on chservation, record raview, and
interview, the facility failed to ensure physician's
orders and resident's plans of care were followed,
related to a treatment fo prevent pressure ulcers
and fall interventions, for 6 of 10 resident's
reviewed for following physician's orders and ‘
plans of care in a sample of 10. (Residents #3,
#O, #8, #22, #27, and #29)

Findings include:

1. Resident #27's record was reviewed on
1711111 at 10:37 am. Resident #27's diagnoses
included, but were not limited to, congestive heart
failure, hypertension, and benign prostatic
hypertrophy (enlarged prostate). Resident #27's
original admission date was 10/19/10,

Admission orders, dated 10/19/10, indicated to
apply granulex (topical medication to prevent
pressure ulcers) to laft heef daily to prevent
breakdown.
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PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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DEFICIENGY)
F 281 | Continued From page 17 F 281
#1 indicated the potassium chloride and Prilosec
should not have been crushed. She indicated the
Cardizem CD extended release capsule should
not have been opensd,
3.1-35(g)(2)
F 282 | 483.20(k){(3)(l) BERVICES BY QUALIFIED F 282 . L
85=0 | PERSONS/PER CARE PLAN F-282 Following Care Plans

1. Residents #3,
#22, #27,
evaluated at the time of survey

#5,
and #29 were

#8,

and no negative outcomes were
noted. Medication error
circumstance reports were
completed and the nurses
involved received coaching and
counseling.

2, Current resident’s care
plans will be reviewed for
interventions in particular in
regards to safety and skin to
ensure they are on the CRCA
assignment sheet and
implemented.

3, The staff will be in
serviced on the interventions
to prevent falls, skin
maintenance, and medication

adminigstration.
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Resident #5's record was reviewed on 1/11/11 at
10:05 a.m. Resident #5's diagnoses included, but
were noft limited to, Alzheimer's Disease, difficulty
in walking, and esteoporesis, |

A care plan far at rigk for falls, dated 12/06/10,

(X 1 SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLEYION
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_ ' DEFICIENEY)
F 282 | Continued From page 18 F282| F-282 continued
AMAR (Medication Administration Record), dated ¢.  The DHS or designse will
10/1/10 through 10/31/10, indicated apply monitor care plan interventions
granulex to left heel daily to prevent breakdown. in regards to gkin and safety
The following dates, 10/20, 10/22, 10!_23. 10424, at least daily until 100%
10/25, and 10/26, were initialed and circlad compliance is achieved for 3
indicating the medication was unavailable, P
weeks then at least twice

The record lacked documentation as to why the weekly for 3 months and then no
m?-‘d'caﬁo"' was not available. less than quarterly. The DHS or
During an interview with LPN #1, on 1/12/11 at 11 designee will conduct
a.m., she indicated | wrote granulex to be medication pass review with
delivered on 10/21, because | mntaf;ted the 100% of the licensed staff and
f'?c?srrengg;é ,l' don't know why it wasn't here for appropriate education or
2. During the inifial tour an 1/10/11 beginning at coaching and counseling
10:05 a.m. Resident #5 was observed sitting up in initiated based on the results.
?ael;' 1\ﬂ.]'heelchzlir in the dg::{;n? rt;::orn.hThle hre_sidegt‘s Then repeat reviews will be

alarm was connected o the wheelchair an . N .
the elip to the alarm was laying on her sweater. t:;c)nducilzed until 100% cor.upl 1Ej1nce
CNA #5 who was standing by the resident, is achieved. Random medication
indicated the clip was not connected to the pass cbservations will be
resident's sweater. completed at least monthly for
Resident #5 was observed sitting up in her 3 months, thereafter, then
wheelchair an 1/11/11 at 9:12 a.m., in the dining quarterly based on the outcomes
rogm. The clip to the resident’s alarm was and the QA Committee
hanging down the back of the wheelshair and nat recommendat ions .
clipped to the resident. CNA #8, who was in the
dining room indicated the clip was supposed to be
clipped to the resident. 2/13/11
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indicated "...personal alarm ta chair"

3. Resident #29's record was reviewed on
1410/11 at 12210 p.m. Résident #29's diagnoses
included, but were not limited to, dementia,
osteoarthritis, and hypertension.

Resident #29's care plan, dated 12/14/10,
indicated the resident was at risk for falls. The
interventions included, but were not limited {o,
"apprapnate footwear."

Resident #29 was obgerved on 1/10/11 at 12:23
p.m., 12:56 p.m., and 1:39 p.m_, sitting in the
second floor dining room with socks on without
any shoes,

During an interview on 1/10/11 at 1:40 p.m., the
Healthcare Unit Manager indicated the resident
was not wearing any shoes. She indicated the
resident's fall care plan indicated the resident was
to wear apprapriate footwear.

4, Resident #22's record was reviewed on
1/12/11 at 9:55 a.m. Resident #22's diagnoses
included, but were not limited io diabates mellitus,
bone cancer, anemia, and dementia.

A hospital physician's order, dated 11/3/10,
indicated "dexamethasone (a medication which
stimulates bone mamow and reduces
inflammation} 4 mg (milligrams)... Take 40 mg by
mouth daily.. x {timas) 4 days po {orally)...every
28 days._ Instructions: Finished cycle Nov
(Navember) 3rd start December 1st”

The resident's admissian physician's orders,
dated 11/3/10, indicated dexamethasone 4 mg
-fake 40 mg every day times four days. the
medication was due o be administered on
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1211110.

The resident's MAR (Medication Administration
Record), dated 12/10, indicated the resident
received the dexamethasone as ordered on
121110, 12£210, 12/3/10, and 12/4/10.

The residen{s MAR, dated 1/11, indiceted
dexamethasone ten 4 mg tablets were to be
administered on 11/11, 112111, 143411 and 1/4/11.
There was a lack of documentation 10 indicate the
medication was to be administered on 1/4/11.

Observation of a medication punch card on
141210, indicated the card had 40 four milligram
tablets in it when the pharmacy had delivered the
medication. There were 33 tablets left in the
card.

Buring an interview an 1/12/11 at 1110 a.m.,
LPN #7 indicated the pharmacy had sent 80
tahlets of the dexamethasone in November.

Dwuring an interview on 1/12/10 at 11:30 a.m.,
LPN #7 indicated she did not know why there
were 33 tablets of dexamethasone left if the
medication had been given as ordered,

The Nursing $Spectrum Drug Handbook, dated
2010, pages 331-333, indicated
"dexamethasone..Patien teaching. ..caution .
patient not to stop taking drug abruptly.."

A "Medication error circumstance investigation,
dated 1/12/11, raceived from the Healthcare Unit
Manager indicated the date of the error
111A11-1/4/11. The wrong dose was administered.

5. Resident #3's record was reviewed on 1/10/11
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at 12 p.m. Resident#3's diagnoses included, but
were nof limited {o, congestive heart failure,
arthritis, and hypertension.

Resident #3's physician's order recapitulation,
dated 1/11, indicated the resident had an aitergy
to Tramadot {pain medicafion),

A physician's order, dated 1/4/11, indicated
"Tramadol 50 mg {milligrams) every 6 o (hours)
as needed for pain,”

The resident's MAR, dated 1/11, indicated the
resident had received the Tramadol on 1/7/10.

During an interview an /10411 at 12:30 p.m., the
DoN (Director of Nurses) Indicated the nurses
should be checking for allergies before giving
medicatians.

Buring an interview on 11011 at 12:35 p.m., the
MNurse Consultant indicated the pharmacy should
have caught the allergy and called the facility.
She indicated the nurses should have caught the
allergy also.

6. During the second medication pass on 1/12/11
at 4:10 p.m., LPN #9 was observed 1o nolice the
dosage of Resident #5's cournadin (blood thinner)
was incorrect. The medication punch eard held
13 tablets of the 4 mg {rilligrams) dosages
instead of the 3 mg. Resident #8's physician's
order on ithe January 201 1 MAR {Medication
Adminisiration Record) indicated “coumadin 3 mg
1 tab (tablet) p.o. (hy mouth) qd (everyday)." LPN
#9 indicated she would need io obtain the carrect
dosage of coumadin from the pyxis station
{ernergency drug maching). LPN #8 was
ohserved to obtain a 1 mg fablet and a 2 mg

F 282
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tablet from the pyxis station for the resident,

The January 2011, MAR was initialed from 1/6/11
thraugh 1711/11, indicating the 3 mg of coumadin
had been administered as ordered by the
physician.

At on 1712111 at 5:00 p.m., the ADoN, indicated
the pharmacy had stated Resident #8 had not
received any coumadin from the pyxis station in
Becember or January.

The Healthcare Unit Manager, indicated at 5:10
p.ra., she did not have an answer if the resident
had received 4 mg or 3 mg of couimadin for the
six days.

The DoN at 5:15 p.m., indicated she was not
aware if the resident had gotten the 3 mg of
coumadin as ordered. The DoN indicated "guess
no 'H .

Resident #8's record was reviewed on 1/12/11 at
5:15 p.m. Resident #£8's diagnoses included, but
were not limited to, mulfiple sclerosis and histary
of deep vein thrombosis.

A physician orders recapitulation, dated January
2011, indicated "Coagucheck (test for blood
clofiing) every Wednesday, keep between 2-3
netify MD (dactor) if <2 or =3." '

A resident coag testing record indicted the
resident's level was 3.5 on 1/5/11 and on 112411
was 1.8

A physician's order dated 1/8/11, indicated ™.
Hold 4 mg Coumadin today, 2. D/C (discontinue)
4 mg Coumadin. 3. Coumadin 3 myg p.o. qd. 4.
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Recheck g (every) 1 week. (sic)."

A physician's felephone order, dated 12/17/10
indicated the resident was to start 4 mg of
Coumadin every day.

Observation on 1/12/11 at 410 p.m., of 2
medication punch card, indicated it was received
from the pharmacy an 12/17/10. The medication
card contained 30 tablets of Coumadin 4
milligrams. There were sfill 13 tablets left in the
punch card.

The resident's MAR, dated 12/10, indicated the
Coumadin 4 milligram tablets had been
administered on 12/17110 though 12/31/10 (15
tablets of medication should have been
administered. ).

The resideni's MAR. dated 1/11, indicatad the
Coumadin 4 milligram tablets had been
administered on 1/1/11- 1/4/11 (4 @blets should
have been administered).

This is a total of 19 tablets which should have
been administered to the resident. There should
have been 11 tablets left of the Coumadin 4
milligrams in the medication punch card, not 13
tablets.

During an interview on 1/12/11 at 5:15 p.m_, LPN
#7 indicated she had borrowed & mg Coumadin
tablets from another resident and "cut” them in
half to administer the 3 mg to the resident. LPN
#7 indicated she had done this twice on 177 and
1/8. LPN #7 indicated she did not know why she
did not obtain the medication from the pyxis
gtation.
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During interview on 1/12/11 at 5:50 p.m., the
Healthcare Unit Manager indicated she could not
determine what resident the medication had been
abtained fram.

Buring an interview on 1/12/11 at 7.08 p.m., the
ADoN indicated the facility pharmacy had stated
the pharmacy had never received the order for
the 3 mg Coumnadin and needed to have the order
faxed to the pharmacy.

3.1-35(g)(2)
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services fo aftain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of cara,

This REQUIREMENT is not met as evidenced
by:

Based on observation, inlerview, and record
review, the facility failed fo provide the necessary
care and services related to failure to maonitor a
restdent with a diagnosis of congestive heart
failure and a resident with a diagnosis of end
stage renal disease, who were both on fluid
restrictions for 2 of 2 regidents with fluid
restrictions in a sample of 10. (Residents #3 and
#11)

Findings include:

1. Resident #3 was observed during the initial tour

F 282

F 308

F-309 Provide Services to
Achieve Highest Standard of Care
1. Alleged deficiencies were
¢orrected at the time of survey
for residents #3 and #11. Both
residents have been evaluated
and no negative outcomes were
noted.

2. Current residents with
fluid restrictions will be
evaluated and corrections to
their monitoring made as
appropriate. Phyaician's orders
will be compared to menu cards
for all current residents.
Updates will be made as
necessary.

3. The campus has implemented
a flow sheet to monitor fluid
intake with the nurses MAR.
This process will be in-serviceg

with nursing staff.
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on 1/10/11 beginning at 10:05 a.m., with LPN #2. ) :
4. The DHS or designee will

The resident was observed sitting up in her
wheelchair in her room, There were twa plastic
cups sitting on the hedside table, one cup was
empty and the aother was half full. The plasfic
cups held 120 cc (cubic centimeters). LPN #2
indicated the resident's weight was stable,

Resident #3 was observed on 1/10/11 at 1:05
p.m., sitting up in her wheelchair in her room with
herlunch fray. The tray had an eight ounce (240
cc) glass of water on it. The resident’s menu card
indicatad 66 cc per shift and the resident was on
a 1400 ce fluid restriction. The meny card
indicated 1/2 cup (120 co)of juice and 1/2 cup
(120} of coffee,

At 1:16 p.m., the resident had a coffee cup (240)
filled with coffee, the DoN indicated the resident
usually only drinks & half a cup of the coffee. The
DoN indicated she did not know why the 66 co
was on the resident's menu card.

At 1:20 p.m., the dietary manager indicated the
tesident had received too much fluid from diefary
on her tray, :

At 1:24 p.m., the DoN indicatad she did not know
if the resident was on intake and output record (1
& Os).

At 1:33 p.m,, the Nurse Consultant indicated
intale and output were not done at the facility
unless the resident "was on an IV {intervenous
madication) or something.”

At 1:35 p.m., the R} {Registered Dielician})
indicated "We nead to scrap this and start all
over." The Nurse Consultant agreed.

review the fluid intake flow
sheets at least 5 days per week
until 100% compliance is
achieved for 3 weeks then at
least twice per week for 3
months and then quarterly with
the ongoing QA process. The
Director of Dining Services or
designee will review menu
tickets to physician's orders
monthly and review trends in
monthly QA meeting.
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Resident #3's record was reviewed on 1/10/11 at
12:00 p.m. Resident #3's diagnoses included, but
were nof limited to, congestive heart failure,
congenital mitral insufficiency, pleural effusion,
dementia, and edema.

A physician's order, dated 12112/10, indicated
"1400 cc fluid restriction, 400 ¢ per shift, 66 cc
allowed for food."

A nutrition assessmaent, dated 12/03/10, indicated
"NAS (no added salt) 1400 ¢ FR (fluid
restriction) (400 cefmursing per shift & 66 cc per
meal)...."

A facility meal and fluid detail report for December
2010, lacked documentation of the fluid intake for
the following meals, on these dates:

Brealkfast 11, 12, 15, 16, 20, 24, and 26.

Lunch; 9, 11, 15, 16, 17, 18, 19, 20, 24, 26, 27,
29, and 30,

Dinner. 6, 7, 10, 13, 14, 16, 20, and 28.

A facility meal and fluid detail report for January
2011, lacked documentation of the fluid intake for
the following meals, on these dates:

Breakfast: 1, 7, B, and 9.

Lunch: 1,3, 6,7,8,9, and 10.

Dinner. 2, 3,4, 8, and 10.

During an interview on 1712111 at 1130 a.m,, the
DoN indicated the staff had done good tracking
the: fluid intake in December but not January.

A January 2011, MAR (Medication Administration
Record) indicated the nurses were initialing the
resident was receiving 400 cc per shift.
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A care plan for "potential for/alteration in
nufritional and/or fuid balance status™ dated
12/14/10 and revised 1/4/11 indicated “...consult
rd for dedline in food/fluid intake...."

A care plan, dated 11/11/10, for dehydration,
indicated "Monitor weight as ordered and report
gainfloss to MD (medical doctor).. Provide fresh
water at bedside...."

A care plan, dated 12/13/10, for at risk for
decreased cardiac output indicated ".. fluid
restriction as ordered.”

The DoN indicated on 1/12/11 at 10:20 a.m., the
nurses keep track of the resident’s fluids on their
shift by writing notes and teliing the: oncorning
shift if the resident stays in her fluid restriction.
The DoN indicated the nurses then sign the MAR.

2. Resident #11's record was reviewed on
112111 at 9:05 am. Resident #11's diagnoses
included, but were not lirmited to, end stage renal
disease, dialysis, and hyperiension.

A physician's order, dated 12/15M0, indicated
*1200 ml {milliliters) fluid restriction.”

A January 2011 MAR, indicated "1200 mi fiuid
restriction.” The facility nurses were initialing the
resident was receiving 1200 mi fluids per day.

A 1/12/11 dietary card, indicated the resident was
on a 1000 cc fluid restriction.

A nutrition assessment, dated 12/20/10, indicated
... 1000 mil fid (fluid restriction)....” The nutrition
assessment form was checked fo monitar p.o. (by
mouth} intake, wt (weighf) and labs.
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- | restriction.

A dietary progress note, dated 12/20/10, indicated
"...refiecting of renal dx (diaghosis) decrease
{arrow pointing down) na+ (sodium) no diuratic tx
{treatment) possibly i/t (related to) excess fluid ft
being a diglysis pt (patient)...."

A care plan, dated 12/23/10, indicated the
resident was non-compliant with the fluid

A facility meal and fluid detail report for December
2010, lacked documentation of the fluid intake for
the following meals on these dates:

Breakfast: 8, 10, 12, 15, 16, 17, 20, 24, 27, 29,
30, and 31.

Lunch: 8, 9, 11, 15, 16, 17, 20, 22, 24, 26, and
29,

Dinner: 7, 8, 10, 13, 14, 16, 20, 22, 24, and 28,

A facility meal and fluid detail report for January
2011, lacked documentation of the fluid intake for
the following meais on these dates:

Breakfast: 1,3, 5,7, 8,9, and 10,

Lunch: 1,3, 5,6,7, 6,9, and 10.

Dinner: 2. 4, and 8.

A facility policy, dated 7/08, titled "Guidelines For
Fluid Restriction,” indicated "to ensure fluids are
provided within the physician order guidelines...3.
the Dietary Department shall record established
brealcdown by meal on tray card. 4. The Nurging
Depariment shall record established breakdown
by shift an the Medication Administration Record
andfar in the Care Tracker system. 5. Record
intake of fiuid on the Care Tracker system
Measurements Program, 6. Fluid consumptlion
shall be reviewed each shift to determine
adjustments necessary in the fluid intake of the
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resident on the restriction in order to meet their
established fluid needs...."

3.1-37(a) .
F 314 | 483.25(c) TREATMENT/SVCS TO F 314314 Pressure Ulcers
55=D | PREVENT/HEAL PRESSURE SORES 1. Resident #27 never had

pressure ulcer to his left heel.
Based on the comprehensive assessment of a

. . The Granul treat t h b
resident, the facility must ensura that a resident e ment has been

who enters the facility without pressure sores Aiscontinued.
daes not develop pressure sores unless the 2. The current residents will
individual's clinical condition demonstrates that be audited for similar orders

they were unavoidable; and a resident having

- nd th iat
pressure sores receives necessary treatment and fre ensure © appropriate

services to promote healing, prevent infection and preventive measures are in place
prevent new sores fram developing. and available.

B. The licensed staff will be
This REQUIREMENT is not met as evidenced in-serviced on the appropriate
by interventions for prevention of
Based on observation, record review, and pressure ulcers.
interview, the facility failed fo ensure a - The DHS or designee will

preveniative treatment was done as order to
prevent pressure wlcers for 1 of 10 residents at
risk for developing pressure ulcers in a sample of Administration Record's (TAR)'s
10 residents. (Resident #27) ft least 5 days per week until

100% compliance is achieved and

monitor the Treatment

Finding include; ; '
then twice per week for 3 months

1. Resident #27's record was reviewed an 1/11/11 and then quarterly as part of

at 10:37 a.m. Resident #27's diagnoses included, the ongoing QA process.

but were not limited o, congestive heart failure,

hypertension, and benign prostatic hypertrophy

(enlarged prostate). Resident #27's original

admission date was 10/19/10,

2/13/11

A care plan, dated 10/22/10, indicated potential
for alteration in skin integrily, the inferventions
included, but were not limited to, administer
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preventative treatments.,

Admission nrders, dated 10/19/10, indicated 1o
apply granulex (topical medicalion to prevent
pressure uleers) o [oft heel daily to prevent
braakdown.

A MAR (Medication Administration Record), dated
10/1/10 through 10/31/10, indicated apply
granulex to left heel daily to prevent breakdown,
The following dates, 10/20, 10/22, 10/23, 10/24,
10/25, and 10/26, were initialed and circled
indicating the medication was unavailable.

The record lacked documentation as to why the
medication was not available.

During an nbservation, on 1/12H41 at $:22 am.,
resident #27's heels did not have any open areas.

Curing an interview with LPN #1, on 1/12/11 at 11
a.m., she indicated "I wrote granulex to be
deliverad on 10/21, hecause | contacted the
pharmacy. | don't know why it wasn't here for
those days.”

3.1-40(2)(1)
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332

s5-p | RATES OF 5% OR MORE F-332 Medication Exror

Resident #88 was evaluated at

The facility must ansure that it is free of the time of the survey and no
medication error rates of five percent or greater. negative outcomes were noted.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure a medication
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0,
error rate of less than 5% for 1 of 5 supplemental a. All residents have the
sample residents (Resident #88) observed . .
receiving medications. 3 errars in medication potential to be affected by the
administration were abserved during 42 alleged deficient practice.
opportunities for error in medication 3. The licensed staff will
administration. This resulted In a medication error . .
rate of 7.14%. be in-serviced on the
professional standards of
Findings include: medication administration with
R L ) emphasis on medication crushing
1. During the medication pass observation on Jand th : at
1112/11 at 8:18 a.m. through 9:25 am., LPN #7 and Hhe appropriate way to
was observed preparing medication for resident obtain and administer
#88, LPN #7 crushed the tablets of Prilosec medications.
(stomach medication) 20 milligrame and 4 The DHS or designee will
potassium chloride (supplement) 20 . . :
milliequivalents. LPN #7 opened the capsule of conduct medication pass review
Cardizem CD (cardiac medication)180 milligrams with 100% of the licensed staff
anhd placed them in yogurt and then administered and appropriate education or
the medications to the resident. coaching and counseling
During an interview on 1/12/11 at ©:35 a.m., LPN initiated based on the results.
#7 indicated she needed a physician's order to Then repeat reviews will be
crush medication. She indicated she did not have conducted until 100% compliance
a do not crush list for medications on her , , . .
o is achieved. Random medication
medication cart.
pass observations will be
Resident #68's record was reviewed on 112/11 at completed at least monthly for
228 am. . R_esldent#ﬂe's fiiagqoses included, ut 3 months thereafter, then
were not limited to, gastrointestinal bleed and terlv based £h .
congestive heart failure. quarterly based on tae outcomes
and the QA Committee 2/13/11
The resident's admission physician's orders, recommendations.
dated 1/11/11, lacked dacumentation of an arder
to crush the resident's medications,
A "medications not to be crushed" list, provided
by LFN #1 on 1/12/11 as cumrent, indicated
potassium chloride and Cardizem CD were not to
FORKM CMS-2687(02-69) Frevipus Versions Qbsolete Event ID: 85Xv11 Faclilfy ID: 010738 If continuation ehest Paga 32 of 44




Jan.

27. 2011 8:59AM Spring Mill Health

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Campus

No. 7113 P. 38
FRINTED: 01/21/2011
FORM APPROVED
OMB NO. 0938-03591

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

*1) PROVIDER/SUPPUER/CLIA
IDENTIFICATION NUMBER:

155764

B. WING

(X2} MULTIPLE CONSTRLUCTION
A. BUILDING

(43) DATE SURVEY
COMPLETED

0ili4r2011

NAME OF PROVIDER OR SUPPLIER
SPRING MILL HEALTH CAMPUS

STREET ADDRESS, CITY, STATE, ZIP CODE
101 W B7TH AVE

MERRILLVILLE, IN 46410

410
PREFIX.
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PFREGEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

||
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFPRIATE
DEFICIENGY)

{X5)
COMPLETION
DATE

F 332

F 333
85=D

Continued From page 32
be crushed due (o time release formulations.

The Nursing Spectruem Drug Handbook, dated
2010 indicated:

Cardizem CD {extended ralsase capsule), pages
351-353, indicated "Patient teaching *Instruct
patient to swallow extended-refease-capsules
whole and not to crush or chew them. "

Prilosec, pages 857-858, indicated "Patient
teaching...*Instruct patient to swallow capsules or
tablets whole and not fo chew or crush them.. "

During an interview on 1/12/11 at 9:35 a.m., LPN
#1 indicated the potassium chloride and Prilosec
should not have been crushed. She indicated the
Cardizem G extended release capsule should
not have been opened.

3.1-25(b)(9)
483.25(m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The Tacility must ensure that residents are free of
any significant medication errors.

This REQUIREMENT is not met as evidenced
by

Based on abservation, record review, and
interview, the facility failed to ensure residents’
were free of significant medication errors for-3 of
10 residents reviewed for significant medication
errors in a sample of 10 residents. {Residents #3,
#8, and #22)

Findings include;

1. Resident #22's record was reviewed on

1112/11 a1 9:55 a.m. Resident #22's diagnoses

F 332

F 333

F-333 Significant Med Error
1.
#8 were evaluated at the time
of survey with no indication
of negative outcomes.

2,
potential to be affected by
the alleged deficient

practice.

Regidents #22, #3, and

All residents have the
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tncluded, but were not limited to diabstes mellitus, _
bone cancer, anemia, and dementia. 5 The licensed staff will be
A hospital physician's order, dated 11/3/10, in-serviced on the professional
indicated "dexarmethasone (a medication which standards of medication
stimulates bone marrow and reduces administration with emphasis on
inflammation) 4 mg (milligrams)... Take 40 mg by medication crushing and the
mouth daily...x (imes) 4 days po (orally)...every : g .
28 days. Instructions: Finished cycls Nov appropriate way to obtain and
(November) 3rd start December 1st.” administer medications.
) , . e 4. - The DHS or designee will
The resident's admission physician's orders, 3 oy , .
dated 11/3/10, indicated dexamethasone 4 mg conduct medication pass review
-take 40 mg every day times four days. the with 100% of the licensed staff
medication was due to be administered on and appropriate education or
121110, coaching and counseling
The resident's MAR (Medication Administration initiated based on the results.
Record), dated 12/10, indicated the resident Then repeat reviews will be
received the dexamethasone as ordered on conducted until 100% compliance
121110, 121210, 12/310, and 12/4110. is achieved. Random medication
The resident's MAR, dated 1/11, indicated pass observations will be
dexamethasone ten 4 mg tablets were fo be completed at least monthly for 3
administered on 1/1/11, 12111, 1/3/11 and 1/4/11. months thereafter, then
There was a lack of documentation to indicate the narterly based th c
medication was o be administered on 1/4/11. d ¥ on the cuvcomes
and the QA Committee

Observation of a medication punch card on recommendations.
1712110, indicated the card had 40 four milligram 2/13/11
tablets in it when the pharmacy had delivered the
medication. There were 33 tablefs left in the
card.

-| During an inferview on 1/12/11 at 1110 am.,
LPN #7 indicated the pharmacy had sent 80
tablets of the dexamethasone in November,
Ouring an interview on 7A2/10 at 11:30 am.,
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LPN #7 indicated she did not know why there
were 33 ablefs of dexamethasone left if the
medication had been given as ordered.

The Nursing Spectrum Drug Handbook, dated
2010, pages 331-333, indicated
“dexamethasone.. Patient teaching.._caufion
patient not to stop taking drug abruptly.."

A "Medication error circumstance investigation,
dated 1/12/11, received from the Healthcare Unit
Manager indicated the date of the error
11/11-1/4/11. The wrong dose was admimistered.

2. Resident #3's record was reviewed on 1/10/11
at 12 p.m. Resident #3's diagnoses included, but
were not limited te, congestive heart failure,
arthritis, and hypertension.

Resident #3's physician's order recapitulation,
dated 1/11, indicated the resident had an allergy
to Tramadol (pain medication).

A physician's order, dated 1/4/11, indicated
"Tramadal 50 mg (milligrams) every 6 o (hours)
as needed for pain.”

The resident's MAR, dated 1111, indicated the
resident had received the Tramadol on 1/7/10.

During an interview on 1/10/11 at 12:30 p.m., the
DoN (Director of Nurses) indicated the nurses
should be checking for allergies hefore giving
medications.

During an interview on 1/10/11 at 12:35 p.m., the
Nurse Consultant indicated the phamacy should
have caught the allergy and called the facility.

She indicated the nurses should have caught the
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allergy also.

3. During the second medication pass on 1/12/11
at 4:10 p.m., LPN #9 was observed to notice the
dosage of Resident #38's coumadin {blood thinner)
was incorrect. The medication punch card held
13 tablets of the 4 mg (milligrams) dosages
instead of the 3 myg. Resident #B's physician's
order on the January 2011 MAR (Medication
Administration Record) indicated "cournadin 3 mg
1 tab {tablet) p.o. (by mouth) qd {everyday)." LPN
#9 indicated she would need to obtain the comect
dosage of coumadin from the pyxis station
(emergency drug maching). LPN #9 was
observed fo obtain a 1 mg tabletand a 2 mg
tablet from the pyxis station for the resident.

The January 2011, MAR was initialed from 1/6/11
through 1/11/11, indicating the 3 mg of cournadin
had been administered as ordered by the
physician,

At on 1/12/11 &t 6:00 p.m., the ADoN, indicated
the pharmacy had stated Resident #8 had not
received any coumadin from the pyxis station in
December or fanuary.

The Healthcare Unit Manager, indicated at 5:10
p.m., she did not have an answer if the resident
had received 4 mg or 3 g of coumadin for the
six days.

The DoN at 5:15 p.m., indicated she was not
aware if the resident had gotten the 3 mg of
coumadin as ordered. The DoN indicated “guess
not." '

Resident #8's record was reviewed on 1/12/11 at
6:156 p.m. Resident #8's diagnoses included, but
werg naf lirnited to, multiple sclerasis and history
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of deep vein thrombosis,

A physician orders recapitulation, dated January
2011, indicated "Coagucheck (test for blood
clotling) every Wednesday, keep between 2-3
natify MO (doctor) if <2 ar =3."

A resident coag testing récord indicted the
resident's level was 3.5 on 1/8/11 and on 112411
was 1-8.

A physician's order dated 1/5/11, indicated "1.
Hold 4 mg Coumadin today. 2. D/G (discontinue)
4 mg Coumadin. 3. Coumadin 3 mg p.o. gd. 4.
Recheck q (every) 1 week. (sic).”

A physician's telephone order, dated 12/17/10
indicated the resident was {o stari 4 mg of
Caumadin every day. o

Observation on 171211 at 410 p.m., of a
medication punch card, indicated it was received
from the pharmacy on 12/17/10. The medication
card contained 30 tablets of CGoumadin 4
milligrams. There were still 13 tablets [eft in the
punch card.

The resident's MAR, dated 12/10, indicated the
Coumadin 4 milligram tablets had been
administered on 12M7H0 though 12/31/10 (15
tablets of medication should have been
administered.).

The resident's MAR. dated 1/11, indicated the
Coumadin 4 mitligram iaklets had been
administered on 1/1/11- 1£4/11 {4 tablets should
have been administered),

This is a total of 19 tablets which should have
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bean administered to the resident. There should
have baen 11 tablets left of the Coumadin 4
milligrams in the medication punch card, not 13
tablats,

During an interview oh /12111 at 5:16 p.m,, LPN
#7 indicated she had borrowed 6 mg Coumadin
tablets from another resident and "cut” them in
half ic administer the 3 mg to the resident. LPN
#7 indicated she had dope this twice on 1/7 and
1/8. LPN #7 indicated she did not know why she
did not ebtain the medication from the pyds
station.

During interview on 1/12/11 at 5:50 p.m., the
Healthcare Unit Manager indicated she could not
determine what resident the medication had been
obtained from.

During an interview on 1/12/11 at 7:08 p.m., the
ADoN indicated the facility pharmacy had stated
the pharmacy had never received the order for
the 3 mg Coumadin and needed to have the order
faxed fo the pharmacy.

3.1-25(0)(9)

3.1-48(c)(2)

433.60(a),{b) PHARMACEUTICAL SVG -
ACCURATE PROCEDURES, RPH

F 425
S8=D

The facility must provide routine and emsrgency
drugs and biologicals to its residents, or cbtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse,

A facility must provide pharmaceutical services

F333

F 425

F-425 Pharmaceutical Services
1. The Granulex was
delivered to the building on
October 21, 2010.

FORM CHS-2567(02-98) Previgus Versione Obaglste Event I0: 65XV11

Fasility D 010739

If continuation sheat Page 349 of 44




Jan 27, 2011 9:00AN

Soring Mill Health

DEFARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Campus

Ne. 7113 P

44

PRINTED: 01/21/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAMN OF CORRECTION

(1) PROVIDER/SUPPLIER/CLIA
{DENTIFICATION NUMBER:

158764

{X2) MULTIPLE CONSTRUCTION (X3) DPATE SURVEY
COMPLETED
A BUILDING
B. WING :
: 0111442011

NAME GF PRCVIPER OR SUFPLIER

SPRING MILL HEALTH CAMPUS

STREET ABDRESS, CITY, STATE, ZIP CODE
101 W 87TH AVE

MERRILLVILLE, IN 46410

failed to ensure medications were accurately
received from pharmacy, related to a resident not
receiving a topical medication as ordered for 6
days, for 1 of 10 residents reviewed for recelving
medications in a sarmple of 10. (Resident #27) -

Findings include:

1. Resident #27's record was reviewed on
1/11/11 at 10:37 am. Resident #27's diagnoses
included, but were not limited to, congestive heart
failure, hypertension, and benign prostatic
hypertrophy (enlarged prostate). Resident #27's
original admission date was 10/19/10.

Admission orders, dated 10/19/10, indicated to
apply granulex {topical medication to prevent
pressure ulcers) to left heel daily.

A MAR {Medication Administration Record), dated
10/1/10 through 10/£31/10, indicated apply
granulex to left heel daily. The following dates,
1020, 10/22, 10/23, 10724, 10/25, and 10/26,

facility QA.

o) 10 SUMMARY STATEMENT OF DEFICIENGIES D FROMIDER'S PLAN OF GORRECTION (x5
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIY {EACH CORRECTIVE ACTION SHOULD BE EOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 425 | Continued From page 38 F425| r-425 Continued
(including procedures thaf assure the accurate
acquiring, receiving, dispensing, and 2. All residents have the
administering of ali drugs and biclogicals) to meet potential to be affected by the
the needs of each resident alleged deficient practice.
The facliity must employ or obtain the services of 3. The licensed staff will bg
a licensed pharmacist who provides consultation in~serviced on the appropriate
on all aspacts of the provision of pharmacy way of ordering and obtaining
services in the facility.
drugs.
4, The DHS or designee will
audit the MAR’'s and drug
. . i delivery sheets until 100%
This REQUIREMENT is not met as evidenced , ) .
by: compliance is achieved then
Based on record review and interview, the facility guarterly as part of the /1311
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were initialed and circled indicating the
medication was unavailable.

The racord lacked documentation as to why fhe
medication was not available.

A facility policy, dated 3/1/07, received as
current, Executive Direclor, titied, "Medication
Ordering and Receiving from Pharmacy,”
indicated "Procedures...3. New medications... are
ordered as follows:....a. If needed before the next
regular delivery, phone the medication order to
the pharmacy immediately upon receipt. b.
Timely delivery of new orders is required sa that
medication administration is not delayed...B,
Receiving Medications from the Pharmacy 1) A
licensed nurse:...c. Promplly reporis
discrepancies and omissions to the issuing
pharmacy and the charge nurse/supervisor., .

During an Inferview with LPN #1, on 112/11 at 11
a.m., she indicated "l wrote granulex to ba
deliverad on 10/21, bacause | contacted the
pharmacy. 1don't know why it wasmn't here for
those days™

3.1-25(a)
483, 70(d)(1)(iv)-(v) BEDROOMS ASSURE FULL
VISUAL PRIVAGY

Bedraooms must be designed or equipped to
assure full visual privacy for each resident.

In facilities initially cerfified after March 31, 1992,
except in private rooms, each bed must have
eailing suspended curtains, which extend around
the bed to provide total visual privacy in
combination with adjacent walls and curtaing.

F 425

F 460| F-460 Bedrooms assure full
visual privacy

1. Privacy curtains in rooms
2216-bed A, 2212-bed A and B,
2210-bed A and B, 2208-bed A,
2205 bed A and B, 2202-bed A,
and 1100 bed A and B were
replaced the evening of the
environmental tour.
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This REQUIREMENT is nof met as evidenced
by:

Based on ohservation and interview, the facility
failed to pravide privacy for 11 of 14 residents,
refated o gaps in the resident's privacy curtains
for 7 of 7 resident reoms{Rooms 1100 bed A and
B, 2202 bed A, 2205 bed A and B, 2208 bed Bed
A, 2210 bed A and B, 2212 bed A and B, and
2216 bed A} on 2 of 2 units. (Healthcare 1 and
Healthcare 2)

Findings include:

Duning the environmental four with the
Maintenance Director on 01/12/11 at 3 p.m.
through 3:30 p.m., room 2216-bed A, 2212-bed A
and B, 2210- bed A and B, room 2208- hed A,
room 2205- bed A and B, 2202-bed A, and 1100-
bed A and B, had an approximate three foot gap
in the resident's privacy curiains,

During an interview at the fime of the observation,
the Maintenance Director indicated the gaps were
about three feet. He indicated they put the short
curtains on the long curtain track.

3.1-19(1(8)

3.1-19()(7)

F 514 | 483.75()(1) RES

$8=E | RECORDS-COMPLETE/AGCURATE/ACCESSIB
LE

The faclity must maintain clinical records on each
resident in accordance with accepted prafessional
standards and practices that are complete;
accurately decumented; readily accessible; and
systematically organized.

F 480 F-460 Continued

2. All residents had
potential to be affected.
Grievénce/Service Recovery
Report and Resident Council
minutes reviewed with no noted
complaints regarding privacy.
3. All available privacy
curtains were put up in
facility rooms on evening of
the environmental tour in place
of any that had a three foot
gap. Additional privacy
curtains were ordered.

4. Director of Environmental
Services or Designee will check
privacy curtains weekly with
housekeeping room audit. Trends
.will be reviewed monthly at QA
Meeting.

2/13/11

F514;: F-514 Clinical Records

1. Resident #30, #11, #18,
and #88 records were corrected
at the time of survey.
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The clinical record must contfain sufficient 9. Current resident’s recordd

information to identify the resident; a record of the
resident's assessmeants; the plan of care and
services provided; the resuits of any diagnosis and accuracy of
preadmission screening conducted by the State; | - recapitulations and admission
and progress notes. ]

will be reviewed for appropriate

orders. The family and physician
will be notified of any
This REQUIREMENT is not met as evidenced discrepancies and appropriate

by: . . . . corrections made.
Based on record review and interview, the facility

failed to ensure resident's clinical recards were 3 T%le licensed ?t?ff will be
compiete and accurate, related fo inaccurate in=serviced on receiving and
diagnoses for medications, discontinuing a sliding transcribing orders. New

scale, incorrect fluid restriction on distary card,
and incomplete name of a medication, for 3 of 10
residents in a sample of 10 (Residents #11, #18,
#30) and 1 of 5 residents in a supplemental meeting 5 days per week.

sample of & (Resident #88), reviewad for 4. The DES or designee will
cormpiete and accurate clinical records,

admission orders will be

reviewed in the morning clinical

monitor the recaps and new

Findings include: admissicn orders at least 5 days

Q

per week until 100 % compliance
1. Resident #30's record was reviewed on is achieved. Thereafter, at least
H12/11 at 935 a.m. Resident #30's diagnoses

. e . N X 20 charts per month will be
included, but were not limited to, Alzheimear's P

Disease, peripheral vascular disease, diabetes audited for accuracy of recaps
meflitus, and ostecarthritis. and the new admits will be
reviewed in the morning meeting

A physician's order, dated 10/8/10, indicated to 5
discontinue accu checks (blood sugar checks). 5 days per week. 2/13/11
A Physician's Recapitulation Order, dated 1/1/11
through 1/31/11, indicated "Humulin R (regular

insulin}100 units per millliter... 53] (sliding scale
insulin): 150-200= 2 units; 2201-250= 4 ynits..."

During an interview with LPN #1, on 1/12/11 at
10:45 a.m., she indicatad "The order for the
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sliding scale should not be on the recap because
we are not doing accu checks anymore."

2. Resident #18's record was reviewed on
111/11 at 9:30 a.m. Resident #18's diagnoses
included, but were not mited 1o, fractured right
shoulder, dementia, and depression.

The physician's order recapitulation, dated 1/11,
indicated orders for aspirin {used to prevent heart
conditians) for hypertension, Synthroid
(medication for hypothyroidizmy} for
hyperlipidemia, and Zocor (medication for
hyperlipidemia) for depression.

Bluring an interview on 1/11/11 at 11 a.m., the
Healtheare Unit Manager indicated the diagnoses
for the above medicaftions were not correct

3. Resident #88's record was reviewed on
11211 at 2:26 am. Resident #58's diagnoses
included, but were not limited to, gastrointestinal
hleed and congestive heart failure.

The resident's hospital transfer orders, dated
1/10/11, indicated Cardizem (medication for
congestive heart failure) CD (extended release)
180 milligrams daily.

The resident's admission physician's orders,
dated 1/10/11, indicated "Cardizem 180 mg..."
There was a lack of documentation of the COD on
the crder for the Cardizem.

During an interview on 1/12/11 at 8:38 am., LPN
#1 indicated the medication name had not been
transcribed completely on the physician's
admission orders. -

4. Resident#11's record was reviewed an

F 514
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112411 at 9:05 a.m. Resident #11's diagnoses
included, but were nat limited to, ESRD {end
stage renal disease), hyperlension, and arthritis.

A) The resident's physician's order recapitulation,
dated 1/11, indicated the resident was taking
aspirin for hypertension, Plavix {a blood thinner)
for congestive heart failure, and Zooor for
hypertension.

Curing an interview on 1/12/11 at 10:20 a.m., the
DoN indicated the diagnoses were not correct for
the medications.

B} The resident's physician's order recapitulation,
dated 1/11, indicated the resident was on a 1200
milliliter fluid restriction. '

The resident's diefary card indicated the resident
was on & 1000 cc (cubic centimeter) fluid
restriction,

Quring an interview on 1/12{11 at 10:55 a.m., the
dietary manager indicated ghe would fix the
resident's dietary card.

3.1-50(a)(1)
3.1-50(a)(2)

F 514
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The following State Residential findings are in
accordanca with 410 {AC 16.2-5.
R 028) 410 1AC 15.2-5-1.2(k)(1-2) Residents’ Rights- RO236 [R-036 Resident Rights
Deficlency L Residents #81, #46 and #64
(k) The facil'rty must immediately consuit the had tljleir physicians notified at
resident’ 2 physidian and the resident * & legsl the time of survey. They have
repregantative when the facliity has noticed; been evaluated with no negative
E}’!h)yzlzlglniﬁt;irg;iﬁnﬁn% LI;TE‘\B mfg&ﬂé;ﬁ outcomes noted.
M @I P 2ooin)  ar . ,
{2) & need to alfer treatment eignificantly, that [s, 2. Current residents MAR's
=z a heid fo dlecantinue an sxisling form of will be reviewed for the past 30
q tréatment dua to ’dverse congequances of to days. The facility guidelines
)‘ commence a new form of treafmant. will be followed for any
AVYZ' | This RULE s not met as evidenced by: findings requiring notification.
] Based an record review and Intervisw, the faciity 3. The licensed staff will be
fn]l?j(;l h:;]notify !':Sildenlﬂ‘ phr)éﬂlolzn'?‘_rﬂﬂé;ll&ﬂ in-serviced on the facility
medications not glven em orderad, hig , el £ ohveics
sugars, and a skin conditlon for 3 of 7 residents shan ) < ) me_s o P YSl?lan .
reviawed for phy&idﬂn notification in & sampie of notification. The diabetic books
7. (residents #46, #84, and #31) and the MAR's will be reviewed
L e by the Unit Manager or designee
Findings include: at least 5 days a week foxr any
1) Resident #81's record was reviewed on findings requiring notification.
01/12/41 a4 9:38 a.m. The resident’s diagnoses 4. The DHS or designee will
included, but were not “[""’ad to, ohronic review the MAR’s and diabetic
ohstrictve pulmonary disesse and prostate
CRncer. records at least 5 days per week
until 100% compliance is
The resident’s physician’s racapitdulation orders, obtained for 3 weeks, then at
dated 12/10, indicaied an order, dated 04/16/10, least 2 & J
for G1.-7 (herbal supplement), three tablets at a8 , 2YS per week as part of
bedt_ime daily. the ongoing QA process. Results
: ill be reviewed by the facility
A Medicafion Administraﬁun Record (MAR), DA Committes, 02/21/11
- dated 11/10, indicated the CL-7 was nnt given as
ana Slate Deparment of Healln - —
La i~ N vl D [
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ordered on 11/08/14 through 11/30/10 due fo the
medloation was unavailable,

ANIAR, dated 12/10, indicated the: GL-7 was not
glven an orderad by the physician on 12/01/10,
12/02/40, 12/04110, 121710, and 12112110, as
ordered by the physiclan due to the medication

. | was unavailable,

Thera was 2 lack of documentation the resident’s
physician was awama the CL-7 had not bean given
and wag unavatable from 11/01/10 through
12113410

During an Interview oo 01/1211 at 10:10 a.m.,
the Residsntial Unit Manager Indicated the
phisician had not been notified of the resident net
getiing the medication until 12/13/10. She
indicated the physician showld have been notified
earlier than 12/1310.

2. Resident #46's record was reviewed on
01/11/11 at 1:45 p.m. The resident's dtagnoses
included, but were not limited to, diabetes mellitus
and Alzhejmer's Disease,

The physician's recapitulation orders, dated
01/11, indicated an order received 08/20/10 for
acci-checks (blood sugar monitoring) te be
compieted dally at 6 a.m. and 4 p.m.. The order
indicated the resident’s physlcian was to be
notified for blood sugars aver 400.

The MAR, dated 12/10, indicated the resident’s
blood sugar on 1272510 at4 p.m. was 424, and
10 units of insulin was given.

There was a [ack of documentation on the 1210
MAR and in the resident's record to indicate the
resident's physician had been notified of the

niene Stale DEparment of Health
STATE FORM © o 25XV if continumtion shest 2 of 22
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During an interview on 0412741 at 9:10 a.m., the
Residential Unil Manager indicated the resident's
physician had not been nolified of the blood sugar
aver 400 on 12/25/10.

3. Resldent #84's record was reviewed on
01/12/11 at 10:25 am. The resident's diagnoses
included, but were not jimited to, Alzheimers
Disease and ostesarthritis.

A physician’s order, dated 12/15/10, indicated the
resident had an abscessed lesion on the fop of
her right foot. The order indicated to apply
Silvadene Cream (topical anfibictic) and a
dregsing daily for 10 days and then natify the
physician of the healing progress.

The regident's nurses' notes lscked
documentation to indicate the regident's physician
had been nolified as ordered, of the stalus of the
araa after the 10 days of ireatment.

During an interview oh 01/12/11 at 10:50 a.m.,
the Residential Unit Manager indicated the
physician had not been notified as ordered.

R 144 410 |AG 18.2-5-1.5(a) Sanitation and Safety R 144
Standsrds - Deficiency

{a} The facllity shab he clgan, orderly, and in a
state of good repair, both Inglde and out, and
shall provide reagonable samfon for all resldents,

This RULE I8 nol met as evidenced by:

Based on obasrvation and intarview, the facility
falled to engure the facllity was tlean and in gond
repalr related o chippad paint on heaters,
scratched chairs and missing veneer on a table, a

FORM APPROVED
[ndisna Stale Depariment of Health :
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AND PLAN OF CORRECTION w ,UEN‘-;EHECFA%N mﬁ‘é‘i’@ (X2} MULTS STRUCTION COMPLETED
A BUILDING
B. WING :
185784 D4/4412614
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R 038| Confinued From page 2 R 036
blood sugar over 400.

R-144 Sanitation and Safety
Standards

1. Room 110 and ‘114 had
heaters repainted at the time of
the survey. The table veneer
will be replaced. All chairs in
the dining room will be
repaired. The hole in the back
of the cabinet was patched at
the time of the survey. Juice
streaks on the front of the
cabinets in the mairn dining room
were cleaned at the time of
survey. The liquid butter on the
pub lounge cabinet and dirt on

the shelves were cleaned.

ndiana Ztaiw D#patment ot Healin
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R 144/ Conlinued From page 3 R 144 R 144 Continued
hale In & cabinet, which had the potential to affect 2. All residents have the
10 of 10 recidents whao reside on the Memory potential to be effected by the
Care Unll, and julce stains on the outside of the alleged deficient practice. All
cebinat I the main dining room and and a dirty rooms were inspected and heat
eabinet In the pub lounge, which had the pofential ded P ded. 211 carers
o afact 47 of 47 residents who live In the vpgraded as needed. All cabinets
Rasldential Linit, have been checked for needed
Findings nolud repairs. All cabinets have been
indings include; .
cleaned. There were no negative
During the environimenta! tour oh 0112411 et 2:28 outcomes noted during the time |
p.m. through 3 p.m, with the Malntenanca of these inspections.
Director, the following was observed: 3 The Director of Plant
1. Memory Care Unit Opera.ltlons {(DPO) will be in-
serviced on checking heaters,
Reem 110 and 114 had numercus paint chips on tables, chairs & cabinets
the front of the heatars In the rasident’s rooma, routinely. Environmental
During an [nterview at the time of the cbaervation, e crvices staff will be in-
the Maintenance Dirgctor indicated he chacks the ¢ wiLL be in
recident's rooms WEBRIY. cerviced on routine cleaning of
kcabinets and shélves.
One of four tables in the dining reom had the , The DPO or designee will
veneer off of the side of the lahle, | heck heaters. chairs & tables 2
' es
17 of 18 chairs in the dining room were scralched <'s per week as part of
and scraped. During an interview at the time of preventative maintenance rounds.
the: nbservation, the Maihtanance Direalor ; ;
o ! . D t f E tal
indicated the chairs get scraped from the table. rrector of “nvironmenta
Cervices (DES) will monitor
There was a hole in the back of the cabinet in the cleanliness of shelves and
resident lounge -abinets daily until 100%
2. There were juice streaks on the front of the ach:lLeved . After compliance is
cabinels in the main dining [COnT. pchieved DPO & DES will monitor
o ' ’all areas weekly. Trends will be
3. Acabinet in the pub lounge had spilled liquid reported at the monthly QA
butter and dirt on the shelves. During an interview cotin 02/21/11
at the time of the ebservation, the Maintenance 9
Director indicated Housekeeping or the Agtivities
- [ndiana State Department of Health .
BTATE FORM Bee AR If canfinasion Bheet 4 of 22
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PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREED {EACH CORRECTIVE ACTION SHOULD BE CUMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN} TAT caossﬂEFEnE:%% o c'r%E APFROPRIATE DATE
R 144| Continued From page 4 R 144
deparment wera suppose to clesn the ares.
R 148] 410 |AC 18.2-841.5(@)(1-4) Sanitelion and Sefety | R148 |R-148 Sanitation and Safety
Stundards - Daficlency Standards
) 1. The lint in the b t
(®) The faoiiity shalf maintain bulidings, grounds, h 11 ;n . :h e:u ¥ .
end equipmant in & clean condition, in good Shop was cleaned at the time o
repalr, and frae of hazards that may adversaly the survey.
E‘ffeot tha haa]ﬂ]\ and welfare of the residents or 2. All residents who visit
& public as foliows: the beautv shoo h th
(1) Each facility shall establish and implement & © beanty Shop fave the
written program for maintenance to ensure the potential to be effected by the
continued upkeap of the facility. alieged deficient practice.
{2) The electrical system, including appliances, There were no negative outcomes
cords, switches, alternate power sources, fire noted
glarm and detection systems, shall be maintzined o .
to gusrantee safe functioning and compliance 3. Environmental services
with state eleclrical codes. staff and beauticians will be
(3) All plumbing shafl function properly and in-serviced on the process of
comply wilh state plumiglng cades, o g cleaning the hair dryers
(4) At least yearly, heating and ventiiating j— ¥
systems shall be ingpected. routinely.
. 4 q 4. The DES or designee will
his RULE is not met as evidenced by: heck the Beautv Sh Klv £
Based on obsarvation and interview, the facility chec i e?u ¥ =hop wee i ¥ tor
failed to ensurs the bullding was free of hazards, proper cleaning of the hair
related to ap accumulation of fint bujkl up in 2 of 2 dryers. Trends will be reported
hair dry&l’s in1of1 B&auty El'sop This has u’!ﬂ monthly at the QA meeting. 02/21/11
potential to affect 57 of 57 residents who live in
the residential facility.
Findings includa:
During the envirenmental tour on 01/12/11 at 2:25
p.m. through 3 p.m. with the Maintenance
Director, the Beauty Shop was closed. There was
an accumulation of lint in twe of two hair dryers in
the Beauty Shop., ’
During an interview at the time of the chservalion,
nliana Stats Department of Healih
STATE FORM Siin aExv1y A I coptinuaton whest & of 22
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R 148} Continued From page § R 148
the Maintenance Director indicated tha Baaunman '
gleans the Beauty Shop.
R 154 410 IAC 16.2-5-1.5(k} Sanitalion and Safety R 154 R-154 Sanitation and Safety
Standards - Deficiency Standards
N 5 1. The freezer and the d
(k) The facility shall kep all kitshens, kitchen  ihe Ze o ooF
areas, common dining areas, equipment, and in the Memory Care Unit was
utensils clean; free from fitter and rubblsh, ang cleaned at the time of the
maintained in good repair in aceordance with 410 survey. The Pub freezer and
(AC 7-24. refrigerator were c¢leaned at the
This RULE [ not met as evidencad by: time of the survey.
Based on obsarvation and interview, the faciiity 2. A1l residents have the
fait!:?d to :;999 kitchen ;:egs ?!f?:f:f'mﬂd to i‘ﬂrtY potential to be effected by the
refrigerators/freezers for 2 o gerabors jn . .
resident Ioungas (Memory Care Unit and the Pub alleged defig¢ient plractlce .
Lounga). This had the potential to affact 10 of 10 There were no negative outcomes
residents wha reside In the Memory Care Unit noted.
and 47 of 47 ﬂ?-“S]d&nfﬁ whe pesida I the 3. The environmental services
residential facility, staff will be in-serviced on
Findings Incfude: cleanliness procedures related
7 te freezers and refrigerators.
During the anvironmental faur on 0112/11 at2:25 4 The DES or designee will
p-m. through 3 p.m, with the Malntenance 1 .
Direator, the following was obssrved: conduct daily rounds of freezer
and refrigerators until 100%
1. Thare was a splliﬁgdb[mﬁr_ln ?:Jemnoehq and a compliance is achieved. After
eticky eubstanos épilled In the freezer in the . . ni .
Mamory Gare Unlt. The seal around the freezer compliance 1is achieved DES will
door was dirty and had a brown crusty substance conduct weekly rounds. Trends
on the seal. During an Intepvdew at the time of the will be reperted at the monthly
chservation, the Maintenance Director indicated 02 meeting. 02/21/11
the CNA's ware suppose to ¢lean the freezer.
2. Thera was an acoumulation of ice in the
fraezer of the Pub Lounge freezer. There was a
pink substance spiilled in the refrigerator. During
&n interview at the time of the observatjun, tha
ndiana Slale Department of Hesith
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R 154 | Continued From page 6 R 154
Maintenance Director indicated either
housekeeping or activities were suppose fo clean
the area.
R 241| 410 JAC 16,2-5-4(e)(1) Health Services - Offengs | R2e1  [R-241 Health Services
1. Residents #68, #64, i#46,
{e) The adrpinisgaﬁz_nlof m?di!:ﬂtiﬂﬂﬁhﬂl\'?bthe and #81 were evaluated at the
provision of residential nurging care shall be ag . .
ardered by the resident' s physician and shall be fime of survey and no negative
auparvised h}' a licansed nurse on the premiaas outcomes were noted. Physicians
or on call a6 follows: were notified per guidelines.
(1) Medication shall be ad_l'ﬁl‘ligi&f&&f;d bﬁy ﬁce_résed 2. All residents have the
nursing personnel or qualified medication aides, potential to be effected by the
This RULE is not met as evidenced by; alleged deficient practice.
Based on record review and interview, the facility Current residents’ MAR's will be
failed to enaure physicians' orders were followed ewed £ A 04
rekited to medications not held as ordéred, ‘ revieve , or the last 30 days.
medications not given as oraered, dietary Orders will be followed
suppiements not discontinuad as ordered, accordingly and physician’s
treatmenta not comp[gﬁlﬁ a8 mr’:ered and ﬁ"l? notified per guidelines.
physician was not no as ordered for 4 of 7 A . .
resigents reviewed for following physicians’ 3 11 iicensed staff will be
orders in a sample of 7. (Residents #46, #64, in-serviced on following
8, and #81 physician orders and physician
#68, an phy
notification.
Findings Includer 4. The Unit Manager or
1, Resident #68's record was reviswed on designee will review the MAR'S
01/12/11 et 11:356 a.m. The residant's diagnoses at least 5 times weekly until
inahided, but were not limited to, dementia and 100% compliance is obtained for
sftoke, 3 weeks, then 2 times per week
The raxldent's recapitulation physiclan's orders, as part of the ongoing QA
| dated 12/10, indicatad the resident had an order, process. 02/21/11
dated 02/1 5!1 0, for aeplrin 81 milligrams chaw
iab, ona tablat daily
A hospital, "History and Phyalcal”, dated
1212310, indicated, °...sent hers from the
nidiana State Depanment of Heath -
STATE FORM v = T
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R 241

Continued From page 7

sesisted living due to colfee-ground emesis x
(times) 2 this morning, also hemoceult-positive
(test for blood) from the ED (Emergency
Deparfment)...Staff at the assisted living noted
that tha amesis appeared coffee-ground and was
brovught here by family...She was admitted under
23 hour obgervaiion..."

A hogpltal, "Discharge Summary”, dated
12124010, indicated a diagnoses of pesitive accult
bleod with possible gastrointastinal bleed.

The hospital return orders, dated 12/24M10,
indicated, "...no...aspirn...unfil ckay with
{physitian's t_'lamE).-."

There was a lack of documenlation in the
resident's record to indicate the resident went o
the haspitzl, retumed from the hospital, and the
resident’s physician had been notified of the order
to hold the aspirn,

The Medication Administration Record (MAR),
dated 12/10, indicated the resident recelved the
aspirin daily an 12/25/10 through 12/31A10.

The MAR, dated 01/11, indicated the rasident
received the aspitin daily on 01/01/11 through
01111,

During an interview on 01/11/11 at 11 am,
Residantial LPN #1, indicated he had not seen
tha order 1o hold the aspirin. He indicated he
thought the family tock the resident to tha
a@mergency raom.

During an Interview on 01/41/11 at 11310 am,,
the Resident(al Unit Manager indlcated she did
not recall the resident golng to the hoapital. She
indicated the akpiin was not held as ordered by

R 241

ndlfan State Deparament of Healh

BTATE FORM

v BSXVIT

I caralmsstion dhast B of 22




Feb, 9. 2011 8:23AMA  Sprinz Mill Health Campus No. 74441 P 16
. | _ PRINTED; U2/07/2011

. FORM APPROVED
indizna State Department of Health
STATEMENT OF DEFICIENCIES DER/SUPPLIERICLIA {43) BATE SURVEY
N O CORREZTION oen) IERE%FMMN LERCL (@) MULTIPLE CONSTRUGTION ‘Ern
A, BUILDING
B. WING
185764 - G1i14f2011
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SPRING MILL HEALTH CAMPUS YR 1 40410
)0 SUMMARY STATEMENT OF DEFICIENDIES I FROVIDER'S PLAN OF CORRECTION %5}
éﬁgm (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULE 2- CONPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORKMATION) TAG GROB&-REFEREE% IE?J THE APPROPRIATE DATE
GY)
R241{ Continued From page 8  R241

the physician. She indicsted the physician had
nat been nofified of the order to hold the aspirin.

2. Resident #54's record was reviewed on
0111211 at 10:25 am. The resident's diagnoses
included, bul were not Imited to, Alzheimear's
Dizease and ostepanthritis.

A physician's order,deted 12/15/10, indicated the
resident had an abstessed lesion on the top of
her right foot. The order indicatad to apply
Silvadene Cream {iopical antibiotic) and &
dressing daily for 10 days and then notify the
physician of the healing progress.

The MAR, dated 12110, indicated the treatment to
the abscess was not compieted dally for the 10

days.

The resident's nurses’ notes lacked
documentation 1o indicata the resident’s physiclan
had been natified as ordered, of the status of the
area after the 10 days of freatment.

During an inferview en 81712111 at 10:80 &.m.,
fhe Residential Linft Manager indicaled the
trestment was not completed daily s ordered,
She indloated the physician had not been netifled
as ordered.

3. Rasldent #48'a record waa ravigwed on
0171111 at 1:48 p.m. The realdent’s disgnoses
included, but wers not iimited to, dlabstes melitus
and Alzheimar's Disaase,

A) A physiclan's ordar, dated 10/18/10 indicated
an order lo discontinue the resident's 60 cc's
(guble centimeters) med puss (dletary
supplement} three times a day.

ndtana Sate Departmant of Health
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Continued From page 8

The MAR, dated 11/10, indicated the resident
received 2-¢al HN {dietary supplement uged sz a
therapeutic exchange for med pass), 60 co's
three times r day from 11/G1/10 through
14/30110.

The MAR, dafed 12710, indicated the resident
received Z-cal HN, &0 ¢¢'s three times a day from
12/01/10 through 12/31/10.

The MAR, dated 01/11, indicated the resident
received 2-cal HN, €0 cc's three times & day from
01/81/11 through 01/10/11,

During an Interview on 01/12/11 at 3 a.m,, the
Restdential Unit Mansager indicated the 2-cal HN
wag used for the Med Pass. She indicated it was
not discontinued as ordered and the resident was
still receiving the 2-cal HN thres imes a day.

B} The physician's recapitulation orders, dated
01/11, indicated an order recaivad 09/28/10 for
accu-checks (blood sugar monitoring) to be
completed daily at 6 a.m. and 4 p.m.. The order
indicated the resident was on the following
Humulin regular insulin sliding scale {insulin given
per restilt of the blood sugar resuli);

< (less than) 151= ne ihsulin

151-200= 2 units of ihsulin

201-250= 4 units

251-300= 6 upits

301-350= 8 units

351-400= 10 units

= {over) 400= call the physician

The MAR, datad 12/10, indicated the resident's
blood sugar on 1225/10 at 4 p.m. was 424, and

" 10 units of insulin was given.

There was a lack of dosumentation on the 12/10

R 241
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MAR and in the resident's record o Indloate the
resident's physician had been nofffied of tha
blood sugar aver 400.

There was a lack of decurnentation 1o indigate the
physician had ordered 10 units of Insulin to be
given for the blood augar of 424,

The MAR, dafed 01/11, lndjoated the resident's
hicod stigar on 01/06/11 at 4 p.m, was 267 and 4
units of Humulin reqular Insulin was given.

Ruring an intenvew on 01/11/11 at 1:860 p.m., the
Residential Unit Manager Indicated the resident
shauld have recelved alx uniis of insulin at 4 p.m.
on 01/05/11.

Durings an interview on 01/12/11 at 810 a.m., the
Residentat Unit Manager indicated the resident’s
physician had not been notified for the biood
sugar over 400 ¢h 12/25/10. She indicaled the
resident received 10 units of ingulin for & blood
sugar of 424,

4. Rasident #31's recond was reviewed on
01/12/11 at 8:36 a.m. The resident’s dlagnozes
included, but were not fimited to, chronic
obstructlve pulmenary disease and prostate
cancer.

The restdant's physlcian's recapitulation arders,
dated 12/10, Indlcated an order, dated Q4/18/10,
for CL-T (herbal supplement), three tablets at
bediime dally,

A nurses’ nofe, dated 10/30/1Q at 420 p.m.,
Indicated the resident's family was notified the
resident's CL-7 was needing refilled,

A MAR, dated 111710, indicated the CL-7 was not

R 2
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STATEMENT GF DEFICIENCIES X1) PROVIDER/SUPPLIERIGLIA AULTIPLE CONSTRUCTION (X3) BATE SURVEY
AND PLAK OF CORREQTION xn IPENTIFICATION NUMBER; ﬁ:&wﬁ ¢ COMPLETED

186784 B W@ 011412011

NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, Z4F CODE

BPRING MILL HEALTH CAMPUS &%‘Fﬁ EEI\;IHLt‘EI,EIN 4g410

I SUMMARY BTATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF CORREGTION #5)
%F{K {EACH DEFRQIENGY HUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 3HOLL D BE, COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATIGN} TAG CROSS-REFERENCED TO THE AFPHOPRIATE DATE
DEFICIENEY)

R 241} Continued. From page 11 R 241

given as ardered on 11/08/10 through 11/30/10
as ordered by the physician due to the medication
was Unavailabls.

A MAR, dated 12/10, indicated the CL-7 was not
given as ordered by the physiclan on 12/01/10,
12702410, 12/04/10, 12/11/10, and 12M12/10, due
® the medication was unavailable.

There was a fack of documentation fhe resident's
physician was swere the CL-7 had not been given
and was unavelable from 11/01110 through
12M3/10.

During en inferview on 0141211 af 10:10 a.m.,
the Residential Unit Manager indicated if the
family does not bring in medications, the staff
should arder the rmedications from the back up
pharmacy. She indicated the resident had not
received the medication as ardersd and the
physician had not been notified of the resident not
getting the medication until 12M3/10. She
indicated the physician should have been nofified
earlier than 12/13/10.

R 273 410 I_AC 162“5"?:1&) 'FOQd ahd Nuh'iﬁonﬁ[ R 273 R-273 Food and Nutritional
Services ~ Deficisncy Services
(f) Alt food preparation and serving areas 1. The Ice Cream Parlor
(excluding areas in residents " units) are refrigerator and Memory Care
maintained in accordance with state and local Unit refrigerator had all

f&?{'}g&%ﬁﬂ%ﬂ%@fﬁd hariding stsnaards, dpened, undated and unlabeled

food thrown out the day of the

This RULE is not met as evidenced by: survey tour.
Based on ahssrvation and interview, the facilly
failed to follow safe food handling standarda
related to undated, autdated, and unlabeled food
stored refrigeratars in 2 of 3 resident loungas (Ice
Cream Lounge and Memory Care Unit Lounga),

ndiana Giate Depanment of Haalth
STATE FORM o asxXvit if aantinuston sheet 12 of 22
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. Indiana Gtate Department of Heslth
STATEMENT OF DEFICIENCIES 1) LE DATE SURVEY
AMD PLAN OF CORREGTION ) 53‘#%%?@%‘? (x2) MULTIPL CONSTRUGTION m)mmpmmu
A BUILDING
B. WING
155764 WK - {41201
.NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE
101 W 87TH AVE
._SPRING MILLHEALTH CANMPUS MERRILLVILLE, IN 48410
(%4) O SUMIAARY SBTATEMENT OF DEFICIENCIES ) PROVIDERS PLAN QF CORRECTION (X5)
BREFIX (EACH BEFIGIENGCY MUST BE PRECEDED BY FULL PREF (EACH CORRECTIVE AGTION SHOULE BE COMPLETE
TAG HEGULATORY OR LBC IGENTIFYING INFORMATION) TAU CROBE-REFERENCED TQ THE APPROPRIATE LATE
DEFIGIENCY)
R 273| Continued From page 12 * Rz7a R 273 Continued
This had tha putential to sffect 10 of 10 residents 2. All residents have the
who reside In the Memoiy Cara Unit and 1\;7 of 47 potential to be effected by the
rasldents who reslde In tha residential facility. alleged deficient practice.
. . There were no negative outcomes
Findings include: roted.
During the environmental tour on 0112/11 at 2:25 3. Director of Dining
p.m. through 3 p.m. with the Maintenance Services will be in-serviced on
Dimctor, the following was observed: proper labeling and dating
1. The following was stored in the ice Cream procedures.
Lounge refrigerator: 4. The DES or designee will
monitor freezer and
There was an Uniabeled and undated open botle refrigerators in the Ice C
of, "Juice Smoothy”, with an expiration date of g ce tream
11/15/10. Parlor and Memory Care Unit &
days per week. Trends will be
There was an undated, unlabeled, and reported at the monthly QA
unidentifiable white substance in a jar. During an . 02/21/11
interview at the time of {he observation, the meet-ing.
Maintenance Direcior indicated maybe the
substance was gravy.
There was an opened, undated and uniabeled
container of Philadelphia pream cheess with an
expiration date of 11/10.
There was & plastic container of an unidentified
red subsfance with rice, which wag unlabeled
and undated. During an interview at the time of
the ohservafion, the Maintenance Dirsctor
indicated it looked like Spanish Rice.
There was 2 cavered plastic howl of lettuce,
which was uniabeled and undated.
2. The foliowing was stored in the Memory Care
Unit lounge refrigerator;
An unlabaled, undated hox of chicken wings.
Indlana Stats Depariment of Heatth
STATE FORM absh BExXv11 If contimuation shewl 13 of 22
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A BUILDING
155784 e 0411412011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZIP CODE B
101 W ETTH AVE
(X4} I SUMMARY STATEMENT QF DEFICIENGIES 1 PROVIDER'S PLAN OF CORRECTION 0@
PREFIX (EACH DEFICIENOY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEG [DENTIFYING INFURMATION) 4G cnos&mﬁneggﬁ%‘ Eme APPROPRIATE DATE
R 273) Confinued From page 13 R273
During an Interview at the time of the observation,
Residential CNA #3 indicated it was her supper.
She Indlcated she didn't have tima to take it
upstalrs,
An opened and loosely covered confainer of
yoguri, which was undated and unlabeled.
Durlng an interview at the time of tha
abservation, the Maintenange Director indicated it
lobked like someaone had taken a spoonful out of
the coniriner.
There was an undated and uniabeled thawed
carten of Mighty Shake. )
R-297 Pharmaceutical Services
R 287] 410 IAC 16.2-5-6(c)(1) Pharmaceutical Services - | R267 [1- ~ Resident #81 had physician
Nnnmmpi'mnge notified of medication not being
given. There were no negative
{c) If the facility controls, handles, and outcomes noted
administers medications for a resident, the facility ) .
ghall do the following for that resident 2. The current residents
(1) Make arrangements to ensure that MAR‘s will be reviewed for the
pharmaceutical services are available fo provide last 30 days. Proper follow up
residents with prescribed medications in and notification will oo
accordance with applicable laws of (ndiana. ses cur as
necded.
Thig RULE s not miet a8 evidenced by: 3. The licensed staff will be
Based on record review and interview, the faciity - { ced th
failed to ensure a residant was provided with o Sezvme on bhe broper
pmcnbad medicatlons as Dl‘d&r&d by ﬁ’\& EIOCE ures when medication is
physician for 1 of 7 resident's reviswed for ot readily available.
pharmaceutical services in a sample of 7. 4. The Unit Manager or
(resident #81) designee will monitor the MAR's
Findings include: at least 5 days per week until
100% compliance is achieved and
Resident #81's record was revigwed on 01712111 then twice per week for 3
at ©:35 am. The regident's diagnoses Included, .
but wera not limited to, chronic obstructive months. Trends ' will be reported
pulmonary digeass and prostate cancar at the QA meeting. 02/21/11
ndiena Shate Departmant of Health
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PREFIX
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: SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE FRECEDED BY FUILL
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b
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PROVIDER'S FLAN OF CORREGTION (9
(EACH CORREGTIVE ACTION SHOULD BE COMFLETE
DATE
DEFICKENGY

R 297

R 268

Continued From page 14

The resident's physician's recapitulation orders,
dated 12/10, indicated an order, dated 04/18M0,
for CL-7 (kerbal supplement), three tablets af
bedtine daily.

A nurses' note, dated 10/30/10 st 420 p.m.,
indicated the resident’s family was notified the
resident’s Cl-7 was needing refilled,

A Medication Administration Record (MAR},
dated 11710, indiceted the CL-7 was not given as
ardered on 11/08/10 through 14/30/10 a8 ordered
hy the: physician due fo the medioation was
unavailable.

A MAR, dated 12110, indisated tha CL-7 was not
given ag ardered by the physiclan on 12/04/10,
1202110, 12/04/10, 12111140, and 12/12410, due
to the medication was unavallanle.

During an interview an 01412/11 at 10:10 a.m.,
the Residential Unit Manager indicaled if the
family does net bring in medications, the staff
should ordar the medications from the back up
phammacy.

410 |AC 16.2-5-6(0)(2) Pharmaceutical Services -

Deficiency

{2) A consultant pharmacist shail be employed, or
under contract, and shall:

(A} be responsibla for the duties as specified in
BEE JAC 1-7;

{B) review tha drug bandiing and storage
practices In the facility;

{C} pravide consultation on metheds and
procedures of ordering, storing, adminisiering,
and disposing of drugs as well as medication
reaord kKeeping,

R 297

R 288

1.

R-298 Pharmaceutical Services

discarded and refrigerators in
medication rooms were cleaned
with food discarded at the time
of the survey.

Expired medication was '

indiene Biabs Dspartment of Healt

" STATE FORM
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X4y I
PREFIX
TAG

SUMMARY BTATEMENT OF DEFIIENCIES
(EA0H DEFICIENGY MUST BE PRECEDED BY FULL
REGLLATORY OK LBC INENTIFYING INFORMATICNE

R
PREFI
TAG

(EACH CORREGCTIVE AGTICN BHOULD he
DEFICIENCY)

PROVIDER'S PLAN OF GORREGTION (X5}
CORIMLETH
CROGS-REFERENCED TO THE APEROPRIATE DATE

R 298

Continved From page 15

(D) report, in wiiting, to the administrator or his ar
her designee any irregularities in dispetsing or
sdministration of drugs; and

{E) review the drug regimet of each rasldent
receiving these services af least once every sixly
(60) days.

This RULE ig niot met a8 evidencad by:

Based on observation, record revisw, and
Interview, the facility failed te ensure madications
were not expirad for 1 of 5 resident{'s observad
receiving their medications during two medicstion
pase observations (resident #81) and falled to
ensure medication storage practioes were
followed related to 3 of 3 medication refrigerafors
{1st floor, Znd flcor, and Mamory Care Unit) were
dirty 2nd employee food stored In 1 of 3
medication refrigerators (18t fioor). This had the

't potential ta affect 56 of 57 residents who receive

their medication ffom the facility.
Findings include:

1. During a medication pass observation on
04£11/11 at 10:25 a.m., Recidential LFN #1
prepared resident #81's medication, which
included Prosusa [l {glucusamine supplement).
Residential LPN #1 removed the two bottles of
Procosa |t from the medication cart.  Both botfles
of Procosa ! indicated the medication expired on
08/10.

During an inferview at the time of the observation,
Residential LPN #1 indicated he was unsure
when the Procosa Il was brought in for the
resident from the family. He indicated the nurses
are suppose to check expiration dates when they
give the rmedications.

Resident #81's record was reviewed on 01/12/11

R 268

R 298 Continued

2. The licensed staff will
be in-sexviced on the '
appropriate procedures for
handling expired medications
and keeping medication room
refrigerators ¢lean and without
food.

3. The unit manager or.
designee will conduct daily
audits for 3 weeks or until
100% compliance is obtained.
Audits will then be conducted
weekly with trends reported at
monthly QA meetings.

0z2/21/11
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TAG CROSS-REFERENGED TO THE APFRCFRIATE DATE

R 288

Confinued From page 18

at 9:35 am. The resident's diagnoses included,
but wers not imited to, chrenlo obstructive
pulmonary disease and prostate cancer.

The physician's recapitulation orders, dated
1210, indicated the glucosamline had besn
ordered on 08/14/10. Tha prder Indicated the
residant was to recgiva two capsules of the
glucosamine once & day,

2. Duting the epvirenmantal tour on (1712711 &t
2:25 p.m. through 3 p.m. with the Maintenancs
Diractor, the follawing was observed In the First
floor mediestion room:

There was a brown spilled liquid on the door and
battem of the refrigerator,

There was a plastic bag filled with grapes, a
plastic bag flled with ohips, a fruit cooler, a "Ge
Gart®, and & botlle of waler, which were all
undated/unlabeled, and stored In the refrigerater.

Dudng an Interview at the Yme of the obgarvation,
Residentjal LPN #1 Indleated the night shift was
suppose o clean the medication reom. He
indicated he dld not know who the food belonged
to. The Maintenance Director indicated it was not
a raslident's food,

3. Durlng en observation of thie medication
refrigerator In the Memory Care Unif, on 01/12/10
at 9:20 e.m., with Residential LPN #2, there was
& brown substance spilled on the top shelf of the
mexigation refrigerater and the seal of the daor
had 4 [arge amount of black mald on it. During an
Interview al the tme of the abservation,
Residential LPN #2 acknowledged the
refrigerator was dirty.

R 298

Inckans Gfaie Deparment of Hoalh
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STATEMENT OF DEFICIENCIES LIA {43}y DATE BURVEY
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6 1D SUMMARY STATEMENT OF DEFIGIENCIES io PROVIDER'S BLAN OF GORRECTION )
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION BHOUL! BE COMPLETE
TAG REGULATORY GR LSC IDENTIEYING INFORMATICN) TAG GROEG-REFERENCED T( THE ARPFROPRIATE DATE
DEFICIENGY)
R 304| Conlinued From page 17 R 304 304 Bh -
- armaceutical Services
R 304 ;L% z!:?eg c;iyﬁ.?—ﬁ-ﬁ(e} Pharmaceutical Services - R 304 1. The door was closed and
the fan was moved during the
(e) Medicine or treatment cabinsts or roams shall time of the survey.
be appropriately locked at all fimas except when 2. A1l residents have the
anthorzed personnel are present. All Schedule Il .
drugs administered by the facility shall be kept in potential to be effected by the
individual containers under doubls Inck and alleged deficient practice.
stored in & substantially constructed box, cabinet, There were no negative outcomes
or mobile drug storage unik. ' noted during this occurrence.
This RULE Is not met as evidenced by: 3. Licensed staff will be
Based on observation and interview, the facility in-serviced on securing the
falled to ensure a medicalion room andior Memory Care nurses’' office by
refrigerator was locked st all times, related 1o the  stently keeping the d
Memeary Cara Unil nursas’ sfation door being left consistently keeping the door
open. There was an uniocked medication locked.
refrigerator located in the nurses' sfation. This 4. The Unit Manager or
{;Ed ﬂ'l&lhpﬂtﬂqiéﬁi flg‘%ffﬁgl 10of 10 fﬁ;ﬁgz&;t? V{:rﬂ designee will conduct rounds
ve on the unit, with the dlagnoses o elmer's . .
Disease andfor dementi, twice ‘ daily to ensure that the
door is locked for 1 week or
Findings Include: until 100% compliance is
. achieved. Door will be cbserved
Bluring an observation on 01/A12/11 at 8:45 am, locked duri dail g
through 9:20 a,m., the deor to the nursea' station UrIng aally rounds as
In ihe Memoty Care Unjt was left open, and a part of ongoing QA process. 02/21/11
fioor fan was runnbing and siting In the doorway, -
Tha staff rember on the unit was down the hall,
In the dining reom with eems of the residents
from the unit
During an cbasrvation an 01/12/11 at9 a.m. to
8,14 a.m., there ware twa realdents who walked
up fo the open door, attempted fo walk info the
nursas' station around the fan, then {urned and
-walked down the halway,
During an vhservation of the unlocked refrigerater
located in the nurses’ stalion on 01/12/11 at 9:20
(nifiana State Depadment of Health )
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R 304 | Continued From page 1& R 304
a.m. with Residential LPN #2, there were threa
vials of insulin and a plastic sontainer \[ﬂth.a
plastic lnck on it, which contained medications.
During an Interview on 01/12M11 at 8:20 a.m.,
Reskiential LPN #2 indicated the door had baen
left open because of water on the carpefing. She
indicated the residents on the unit could gst inta
the nurses’ station and could get into the
refrigeratr. She indicated the door was normalfy
closeq,
R 349 410 IAC 16.2-5-8.1(a)(1-4) Clinical Records « R348 R-349 Clinical Records

Nencompliance

(2) The facility must maintain clinical recards on
each resident. These records must be malntalned
under the supervision of an employee of the:
facility desighated with that respongikility, The
records must be as follows:

(1) Camplete.

(2) Acturalely documented,

{3} Readily accessible.

(4) Systematically organized.

This RLULE is nat met as evidenced by:

Based on record review and interview, the facility
failed fo ensure residents’ records wers complete
and acturate related to medication administration
and changes in conditions for 3 of 7 resident’s
records reviewed in a sample of 7. (realdants
#46, #84, and #58)

Findings include:

1. Resident #86's record waa reviewsd on
01/12111 at 11:36 a.m, The resldent's diagnoses
included, but were not limited to, dementia and
strake,

L Residents #68, #64, and
46 were evaluated at the time
bf survey with no negative
butcomes noted.

2. All residents have the
potential to be affected by the
hlleged deficient practice.

.  The licensed staff will be
in-serviced on appropriate
Aocumentation related to
medication administration and
~hanges in condition.

g The Unit Manager or
Hesignee will review 24 hour
report book and MAR's 5 times
per week until 100% compliance
is obtained. Once compliance is
bbtained reviews will be done 2
Fimes per week. Trends will be
brought to monthly QA meeting. lez/21/11

ndiena State Department of Health
STATE FORM
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R 349 ] Centinued From page 18 R34 ).

A hospital, "History and Physicar, dated
1223110, indicated, "...sem hare from the
asslsted living due to coffes-ground emesis x
(times) 2 this morning, alsa hemoceuit-positive
{test for blood) from the ED (Emergency
Depamnent)...Staff at the assisted living noted
that the emssis appeared coffee-ground and waa
brought here by famﬂy Bhe was admitted under
23 hour obaervation...

The hospital refum orders, dated 12/24/10,
indicated, "...no...aspirin...until okay with
(physician's name)...”

There was a lack of documentafion in the
resident's record to indicate the rasident had a
coffee-ground emesis, want to the hospital,
returned from the hospital, and the resldent's
status after returning fram the hospital.

During an intarview on 01/411711 at 11;10 a.m,,
the Residential Unit Manager indicated there was
no decumentation in the resldent's record about
the resident's condlfion.

2. Resident #64's recard was reviewed on
171211 et 10:25 a.rm. The resident’s diagnases
included, bui were ot limited to, Atzheimer's
Disease and osteoarthrills,

A physiclan'a order, dated 12/18/10), indicated the
resident had an abecasead lesion on the fop of
her right foct. The order Indigated to apply
Sivadene Cream (topioal antibictic) and a
dresslng daily for 10 days and then notify the
physician of tha healing progress.

A, "Bkin Ciroumstance” form indicated the
resldent's right foot was assessed each shift for
72 hours after the order was obtained.

hdlane Etute Department of Health
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There was a lack of décUmentation in the
resident’s record to indicata tha right foot had
been assessed after 12/17/40.

During an interview on 01/12/11 at 10:56 a.m.,
the Residential Unit Manager indicatad the
resident's fight foot azsesament had not haen
documented since 1217/10. 8he indlcated the'
healing status should have been asesssed and
deeumented,

3. Resident #46's yeoord was reviswed on
0111711 af 1:48 p.m. The resident's dizgnoses
included, but were not limited i, diabetes mallitus
and Alzhaimer's Disaana.

The physician's recapitulation orders, dated
01/41, indicated an order reqelved 0B/26/10 for
tiocy-aheoks (blocd sugar manitoring) to be
completed dally at G a.m. and 4 p.m.. The order
Indicated the resident was on the following
Humislin regular insulin sliding soale (Insulin given
per raault of the blood sugar result):

< (less than) 151= no insulin

161-200= 2 units of insulin

201-250= 4 units

251-300= 6 unife

301-360= 8 unite

3561-400= 10 units

= {over) 400~ call the physician

The MAR, dated 01/11, indicated the resident's

bipod sugar at 4 p.m. on 01/03/11 was 235,

0110711 was 315, and 01/08/11 wag 270. There

was a3 lack of documentation {¢ indicate how

Lnuch insulin the resident received on these
ates.

During an interview on 01/41/11 at 150 p.m., the
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Resldentisl Unit Manager indicated the smount of
insulin was not marked on the MAR.
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